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decisive therapy in a delicate matter 


brand of triclobisonium chloride CHLORIDE 


(oream 


wide-specirum microbicide 
antitrichomonal + antibacterial - antimonilial 


provides potent microbicidal action in vaginal infections, 
including trichomoniasis, moniliasis and nonspecific vaginitis 


Effective—Cured or markedly improved—within 2-3 weeks—86 per cent of 250 patients with various 
types of vaginal infections.'* 

Broad spectrum—Pathogens included Trichomonas vaginalis, Candida albicans and Hemophilus 
vaginalis, as well as other gram-negative and gram-positive organisms.'* 

Safe—Closed-patch skin tests proved Triburon Chloride, the active ingredient of Triburon Vaginal 
Cream, “. . . to be nonirritating . . . not sensitizing. . . 

Nonstaining, odorless Triburon Vaginal Cream is also suited for use during pregnancy, menstruation, 
for senile vaginitis with conjunctive therapy, for preoperative, postoperative and postpartum pro- 
phylaxis, after cauterization, conization,. irradiation. 

Composition: Triburon Vaginal Cream contains 0.1% Caution: Triburon is virtually nonsensitizing and non- 
concentration of Triburon in a white, hydrophilic irritating but if evidence of sensitization occurs, use 
cream base. of the cream should be discontinued. 


Supplied: 3-ounce tubes with 18 disposable applicators. 
Dosage: One applicatorful of Triburon Vaginal Cream PP PI be pub 
should be introduced into the vagina every night for 2 References: 1. J. J. McDonough an ulla, to be CV é 
lished. 2. Reports on file, Roche Laboratories. 3. R. 
weeks. If necessary, the course of therapy may be Rebinesn and L. E. Harmon, Antibiotics Annual 1058: 
repeated. 1959, New York, Medical Encyclopedia, Inc., 1959. 
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New revitalizing 


ESS 


: 


[SS 


A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement...’ Patients reported “an increase in 
alertness, vitality and sense of well being.’” 


PRESCRIBE RITONIC 


for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 


Ritalin® hydrochloride 5 mg. 
methyltestosterone 1.25 mg. 
ethinyl estradiol 5 micrograms 
thiamin (vitamin B, ) 5 mg. 
riboflavin (vitamin B.) 1 mg. 
pyridoxin (vitamin B,) 2 mg. 
vitamin B,. activity 2 micrograms 
nicotinamide 25 mg. 


dicalcium phosphate 250 mg. 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: J. Am. Geriatrics Soc. 7:408 (May) 1959. 


RITALIN® hydrochloride (methylphenidate hydrochloride c1BA) 


CIB A emus 


2/27e1me 
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in peripheral vascular disease... 
direct, prolonged action 


In both vasospastic and occlusive peripheral vas« ular diseases, 
CYCLOsPASMOL is orally effective, well tolerated, and notably free 
from side-effects. Clinically proved, it is recommended for the 

control of intermittent claudication in arteriosclerosis obliterans, 
Raynaud’s disease, and Buerger’s disease. Also for treatment of trophic 
and diabetic ulcerations and for circulatory impairment of feet, 


legs, and hands. 


VASODILATING EFFECT OF CYCLOSPASMOL DEMONSTRATED BY THERMAL DATA' 


Before CYCLOSPASMOL therapy—average skin temper- After CycLospasmot therapy (100 mg. q.i.d. for 2 
ature of fingertips of both hands weeks)—average skin temperature of fingertips of 
both hands 


ims Omn. 5 10 1 42 2 30 


Patient is 65-year-old woman suffering from peripheral vascular disease attended by 
vasospasm. Before CycLospasMOL, skin temperature remains almost constant fol- 
lowing ice bath. Skin temperature climbs six degrees in the same interval, however, 


when patient is on CYCLOSPASMOL therapy. 
® 
Cyclandelate (3,5,5 trimethylcyclohexyl mandelate) 
yclandelate (3,5,5 trimethylcyclohexy i 
COMPANY Ives-Cameron; U.S. Patent No. 2,707,193 
Wow York 16, N.Y. Reference: 1. Kappert, A.: Schweiz. med. Wchnschr. 85:273, 1955. Bibliography: 1. Van Wijk, T.W.: 
Angiology 4:103, 1953. 2. Gilhespy, R.O.: Brit. M.J. 2:1543, 1957. 3. Gilhespy, R.O.: Angiology 7:27, 1956. y 
4. Winsor, T.: Angiology 4:134, 1953. 5. Reeder, J.J.: Geneesk. gids. 31 :370, 1953. 
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Opinions expressed in 
articles are those of the 
authors and do not neces- 
sarily reflect the opinion of 
the editors or the Journal. 


Medical Times is published monthly by Romaine Pierson Publishers, 

Inc., with publication offices at 34 North Crystal Street, East 

Stroudsburg, Pa. Executive, advertising and editorial offices at 1447 

Northern Boulevard, Manhasset, L. 1., N. Y. Accepted as controlled 
. circulation publication at East Stroudsburg, Pa. Postmaster: If 

undelivered, please send form 3579 to Medical Times, 1447 Northern 
Boulevard, Manhasset, Long Island, N. Y. 
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Trivial Wounds 


Regional Anesthesia 
L. W. Fabian, M.D. 
C. R. Stephen, M.D. 


Leukemoid Reaction 
Jack D. Welsh, M.D. 


Thrombo-Ulcerative Colitis 


J. Arnold Bargen, M.D. 


CONTENTS 
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Henry B. Othersen, M.D. 


Basic Considerations in 


M. Bourgeois-Gavardin, M.D. 


Diagnostic Problems Presented by the 


Capt. William F. Denny, USAF (MC) 


Mental Retardation—The Physician’s Problem 
Miles E. Drake, M.D., Ph.D. 


While the city sleeps: A family physi- 
cian on his way home from a call and a 
milkman spend a friendly moment on the 
silent city street. The milkman’s day is 
just starting, the doctor’s ending—if the 
phone doesn’t ring again. “Guess you're 
ready for bed, Doc,” says the milkman. 
“It’s 3 o'clock.” The doctor “guesses” he 
is, and they go their separate ways. For 
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For 

long-term 

therapy in 
arthritis... 


avoid salicylate intolerance 


Gastric distress due to aspirin used alone is being 


eh i 1-7 

te reported with increasing frequency. 1. Muir, A., and Cossar: I. A., Brit. M. J. 2:7-12 
(July 2) 1955. 2. Waterson, A. P.: Brit. M. J. 2:1531 
Fred BUFFERIN is superior to plain aspirin in that | (p.¢.’24) 1955. 3. Brown, R. K., and Mitchell, N.: 
it does not cause gastric intolerance; it is “*.. . the Gastroenterology 3/:198-203 (Aug.) 1956. 
. hich licyl 4. Kelly, J. J., Jr.: Am. J. Med. Sci. 232:119-128 
drug of choice where prolonged, high salicylate | (Aug) 1956. 5. Brick, I. B.: J. Am. Med. Assn. 
indi "8 163:1217-1219 (April 6) 1957. 6. Trimble, G. X.: 
i levels are indicated. Correspondence, J. Am. Med. Assn. 164:323-324 
eee ees i s better tolerated than ordi- (May 18) 1957. 7. Lange, H. F.: Gastroenterology 
4 to 5 times bett 33:770-777 and 778-788 (Nov.) 1957. 8. Tebrock, 
nary aspirin. 8 H. E.: Ind. Med. & Surg. 20:480-482, 1951. 9. Harris- 
1 3 pl ‘ 5 son, J. W. E.; Packman, E. W., and Abbott: D. D.: 
[ot Swift-acting BUFFERIN is detectable in the | Jj. Am. Pharm. Assn. (Scient. Ed.) 48:50-56 (Jan.) 
| i H H 9; 1959, 10. Paul, W. D.; Dryer, R. L., and Routh, 
plasma 60 seconds after oral mgeton, its ab- J. L.: J. Am. Pharm. Assn. (Scient. Ed.) 39:21 (Jan.) 

sorption being expedited by the presence of ant- 1950. 
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‘Testore functionaby 


Recen: studies confirm that Parsidol excels as a specific 
in the control of major tremor’ and muscular rigidity."” 
Because Parsidol permits greater control of movement 
at the extremities, functional efficiency is increased. 


Parsidol brightens the patient’s outlook as physical coordination 
and dexterity return. Parsidol is “very well 

tolerated by the geriatric patient,” who comprises 

two-thirds of the nation’s parkinsonian roster.’’* Effective 

by itself, Parsidol is also compatible with most 

other antiparkinson drugs.°* Most 


brand of ethopropazine hydrochloride 


PARKINSONISM 


References: 1. Schwab, R. S.: Geriatrics 14:545 (Sept.) 1959. 2. England, 
A. C. and Schwab, R. S.: A.M.A. Int. Med. 104:439 (Sept.) 1959. 
3. Schwab, R. S. and England, A. C.: J. Chron. Dis. 8:488 (Oct.) 1958. 
4. Glaser, G. H.: Connecticut M. J.: 23:390 (June) 1959. 5. Doshay, L. J. 
et al.: J.A.M.A. 160:348 (Feb.) 1956. 6. Doshay, L. J. and Constable, K.: 
J.A.M.A. 170:37 (May) 1959. 
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no scars on 
skin or psyche... 


RES U/LIN treats the dual problem 


(resorein and sulfur compounds, Schieffelin ) 


RESULIN treats your patient’s dual acne problem by effectively hiding the ‘‘ugly 
bumps’’ while it treats the skin. Applied directly to the blemishes, reEsuLIN 
concentrates the multiple corrective benefits of resorcin and sulfur at the 
affected spots. 

RESULIN dries and stimulates the skin, provokes moderate exfoliation, and 
guards against infection. Antipruritic action helps keep fingers away from the 
face. Your young patients will be grateful for their improved appearance from 
the first application of rEsutin. Samples and literature available on request. 


RESULIN® compounds are indicated in all acne conditions. | RESULIN Ointment, 142 oz. tubes, Blonde and Brunette. 
RESULIN Lotion, 4 fl. oz. bottles, Blonde and Brunette. For dry-skin, comedo-type acne. 

For severe acne. RESULIN Soap with Salicylic acid. 4 oz. cakes. For 
RESULIN Lotion Modified, 4 fl. oz. bottles, Blonde and thorough medicated cleansing in all cases. 


Brunette. For mild acne or tender skin. Schyeffelin 


Schioffelin Cc. / Since 47 PL Pharmaceutical Laboratories Division, New York 3 
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In the menopause... 
transition without tears 


Milprem promptly relieves emotional distress 
with lasting control of physical symptoms 
4 ] ® In minutes, Milprem starts to ease anxiety and 
] prem depression. It relieves insomnia, relaxes tense muscles; 


alleviates low back pain and tension headache. As the 
Miltown®+ conjugated estrogens (equine) patient continues on Milprem, the replacement of estrogens 


Supplied in two potencies for dosage fl y: 
MILPREM-400, each coated pink tablet contains 400 mg. Miltown 
(meprobamate) and 0.4 mg. conjugated estrogens (equine). r . 
MILPREM-200, each coated old-rose tablet contains 200 mg. Easy dosage schedule: One Milprem tablet t.i.d. 
Miltown and 0.4 mg. conjugated estrogens (equine). ° ° e 5 
Both potencies in bottles of 60. in 21-day courses with one-week rest periods; during the 


Literature and samples on request. rest periods, Miltown alone can sustain the patient. 


checks hot flushes and other physical symptoms. 


AA) WALLACE LABORATORIES, New Brunswick, N. J. 
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now available 


*DILAUDID 
Cough Syrup 


for coughs that must be controlled 


dependable 
convenient 

pleasant tasting 
economical 


Formula: Each 5 cc. (1 teaspoonful) contains: 
DILAUDID hydrochloride . . 1 mg. (1/64 gr.) 
Glyceryl guaiacolate ... 100 mg. (1% gr.) 
in a pleasant peach-flavored syrup 
containing 5 per cent alcohol. 


Dose: 1 teaspoonful (5 cc.) repeated in 
three to four hours. 


(for children adjust dose according to age) 


*Subject to Federal narcotic regulations. . Dilaudid,® brand of dihydromorphinone, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 


MEDICAL TIMES 


| 
/ q 
A 
¥ 
=) 
fi 3 
5 
4 
‘ 
\ 
> 
4 
| “ 
] 
i} ‘at 
ij 
1 
< 
2 
ORANGE : 
s 
loa 


Therapeutic Reference 


The following index contains all the products advertised in this issue. Each 
product has been listed under the heading describing its major function. By 
referring to the pages listed, the reader can obtain more information. All of the 
products listed are registered trademarks, except those with an asterisk(*). 


Allergic Disorders and Asthma Antidepressants 


Anergex 113a Deprol 60a 
Choledyl 196a Nardil 163a 
Elixophyllin 30a 
Medihaler-EPI & ISO 66a 
Nephenalin 226a 
Novahistine LP 213a Antiemetics 
Polanil 117a Bonadoxin 28a 
Prednamin Tablets 50a 
Tedral 173a 

Ursinus 104a Antispasmodics 
Milpath 190a 
Analgesics, Narcotics, Sedatives and 


Anesthetics Appetite Stimulators 
Alurate Elixir 24a Redisol 97a 
Doriden 34a, 35a 
Empirin Compound 14la ‘ 
Noctec 14a Arthritic Disorders and Gout 
Noludar 165a 
Parafon with Codeine 119a Anturan 225a 


Phenaphen, Phenaphen with Codeine Bufferin 6a 


83a; Opposite page 83a Butazolidin 49a 
Tylenol 68a AP Parafon with Prednisolone 23a 


Xylocaine Viscous 48a Sterazolidin 191a 


Antibacterial Cardiovascular Disorders 
Apresoline-Esidrix 89a 


Altafur 142a, 143a Butiserpine 130a 


Betadine Aerosol Spray 177a Citrus Bioflavonoids 206a, 207a 
Madribon 94a, 95a Cyclospasmol 4a 

Diupres 214a, 215a 

Diuril 155a 
Antibiotics and Chemotherapeutic Agents Isordil 201la, 202a, 203a, 204a 
Miltrate 52a 
Peritrate 3la 
Serpasil 178a, 179a 
Serpasil-Apresoline 145a 
Singoserp 98a, 124a, 125a, 169a 


Declomycin Between pages 130a, 13la 
Erythrocin Oral Suspension 106a 
Panalba 26a, 27a 

115a 

Sumycin Pressules 156a, 157a 


Central Nervous Stimulants 


Niatric 90a 
Milpath 7la ; Peptolin 46a 
Pathibamate 58a, 59a Ritonic 3a, 135a 


Anticholinergics 
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Before application of White’s Vitamin A & D 
Ointment—Typical diaper rash with excoriation 
of skin. 


Before application of White’s Vitamin A & D 
Ointment—Treatment-resistant varicose ulcer in 
elderly obese patient. 


Before application of White’s Vitamin A & D 
Ointment—Second and third degree burns 
caused by flaming gasoline. 


After application of White’s s ‘Vitamin A&D 
Ointment at every diaper change—Diaper rash 
has completely disappeared within one week. 


After daily treatment with White’s Vitamin A 
& D Ointment—Completely healed ulcer pho- 
tographed five weeks after the start of treat- 
ment with White’s Vitamin A & D Ointment. 


After pressure gauze dressings of White’s 
Vitamin A & D Ointment—ch d at weekly 
intervals—Complete healing with minimal scar 
tissue and no contractures. 


Supplied in 1/2 and 4 oz. tubes; 1 Ib. jars and 5 Ib. containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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Contraceptives G.U. Preparations and Antiseptics 


Delfen 189a Furadantin 63a 
Koro-Flex 162a 
Lanesta Gel, New 70a 
Preceptin 189a Hematinics 
Ramses 13la 
Chel-Iron 170a 
Iberol Opposite page 162a 
Cough Control Mol-Iron Prenatal 88a 
Ambenyl Expectorant 110a, Illa Pronemia 185a 
Dilaudid Cough Syrup 16a 
Hycomine Syrup 22a 
Novahistine-DH 147a Hemorrhoids and Rectal Disorders 


Phenergan Expectorant 85a 
Romilar CF 152a, 153a Rectal Medicone Suppositories 158a 


Tessalon Perles 217a Rectal Medicone Unguent 159a 


Diagnostic Agents 
Color-Calibrated Clinitest 168a 


Hemostasis 


Koagamin 183a 


Diarrheal Disorders 

Cremomycin 84a Immune Serums 
Donnagel, Donnagel with Neomycin 109a 

Spensin-PS 32a Tetravax 200 


Diuretics Infant Formulas and Milks 
Aldactone 79a, 80a, 81a, 82a 
Diuril Sla 

Naturetin 37a, 38a, 39a 


Lactum 67a 


3 Laxatives and Anticonstipation 
Epilepsy Preparations 


Mysoline 18la 
Dorbantyl 123a 
Equipment and Supplies Dorbantyl Forte 123a 


Doxidan 205a 
Birtcher Products* 198a Kondremul 40a 


Miranda “C” Camera 182a L.A. Formula 166a 


Eye, Ear, Nose and Throat Preparations 

Aerosporin Otic Solution 74a Menstrual, Premenstrual and 
Biomydrin Nasal Spray 17la Menopausal Syndromes 
Cortisporin Otic Drops 74a 

Lidosporin Otic Solution 74a 
Neo-Hydeltrasol Nasal Spray 187a 
Orabiotic Chewing Gum Troches 15la 
Otobione 56a 

Otobiotic Ear Drops 22la 


Milprem 12a 
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FOR SIMULTANEOUS IMMUNIZATION 
AGAINGT DISEASES? 


Poliomyelitis-Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


I'LL 
SINCE THANK 
TETRAVAX, THE 
2 THE ENTIRE ENTIRE 
7 CIVILIZED CIVILIZED 
FABULOUS WORLD 
LOVES 


UNBELIEVABLE!/ ) snHoTs!/ 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 
Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX 1S A TRADEMARK OF MERCK & CO,, INC, 


m@o MERCK SHARP & DOHME, pivision or merck & CO., INc., PHILADELPHIA 1, PA. 
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Therapeutic Reference 


Muscle Relaxants Tranquilizers 
Parafon 23a Atarax 12la 
Phenoxene 4la Mellaril 64a, 65a 
Quinamm 219a Meprospan-400 167a 
Robaxin Opposite page 82a Miltown 47a; Opposite page 194a 
Soma Opposite page 195a; 195a Permitil 138a, 139a 


Trancopal Between pages 74a, 75a Sparine 2lla 


Ulcer Management 
Parkinsonism Aludrox SA 92a 
Cogentin Cover 4 
Parsidol 8a 


Upper Respiratory Infection Preparations 


Kryl 54a, 55a 
Salt Substitutes Madricidin 174a, 175a 


Otrivin 42a, 43 
Diasal 172a 


Vaginal Preparations 


Skin Disorders Premarin Vaginal Cream 192a 
Fostex 96a Triburon Vaginal Cream Cover 2 
Grifulvin 102a, 103a Trichotine 76a, 77a 

pHisoHex 184a Tricofuron 9la 

Resulin 10a 


Selsun Opposite page 163a 
Sulpho-Lac 210a 


Tucks 180a Vitamins and Nutrients 
Vitamin A & D Ointment 18a 


Aquasol A Capsules 100a, 10la 
Delectavites 193a 


Filibon 127a 
Homagenets 133a 
Myadec 99a 
Steroids and Hormones Natalins 16la 
i Stresscaps 44a 
hong Taka-Combex Kapseals 105a 
Deronil 57a Vi-Sol Tablets 197a 
Medrol 129a 


Nugestoral Cover 3 


Weight Control 


Amplus Improved 87a 
Appetrol 149a 
: Throat Infections Bamadex 137a, 190a, 198a, 210a, 218a 
Bistrimate 199a Preludin Endurets 62a 
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PHE 


EFFECTIVE 
- WITH TH 


NYLEPHRINE 


@ 
on request 


Rx FOR COUGH CONTROL 


Gough sedative / antihistamine /expectorant 
“se -relieves cough and associated symptoms 


in 5:20 minutes « effective for 6 hours or longer 


@ promotes expectoration rarely constipates 


@ agreeably cherry-‘lavored 


Each teaspoonful (5 cc.) of Hycomine® contains: 


Hycodan® 
Dihiydrocodeinone Bitartrate’. 5 mg. 
(Warning May be ebit-forming) 


Homatropine 1.8 mg. 
Pyrilamine Maleate 


Ammonium Chioride 
Sedium Citrate 


Ac a pleasant-to-take syrup. May be habit. 
Farming. Federal !aw permits oral prescription. 


ENDO. LABQRATORIES Richmond Hill 18, New York 
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ial E N S 0 N DISRUPTS TREATMENT 


ELIXIR ALURATE DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. ? 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 14 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE tasoratorics « Division of Hoffmann-La Roche Inc ¢ Nutley 10, N.J. 
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Off the Record... 


A Realist 


I have been treating a nice old lady for ten 
years, and count her as one of my favorite 
patients. She is extremely tongue-tied and it’s 
difficult for me to understand her, especially 
if she gets excited. 

Last week, she was in one of my examining 
rooms with the nurse preparing her for a 
routine check-up, when I overheard this com- 
ment: “You know, Dr. D— isn’t the best 
doctor in town but he’s the only one that can 
understand me!” 

J.D., M.D. 
Camden, Ark. 


Human Interest 

My late father, Dr. N. P. Colwell, practiced 
a few years before becoming dean of Rush 
Medical School and subsequently Secretary of 
the Council on Education and Hospitals of the 
American Medical Association. 

I remember a story he told of one of his 
patients. This was an irascible old fellow who 
marched into Dad’s office, said he was sick 
and demanded an immediate “cure.” When 
Dad attempted to question him about his 
symptoms, he said “Won’t tell you! You're 
the doctor—you find out.” At this, Dad had 
the patient lie on an examining table, and em- 
ployed a proctoscope — none too gently. 
“Ouch!” said the patient. “What're you doing?” 
“Well,” said Dad, “Since you won’t tell me 
anything, I’m going to have to look all through 


(VOL. 88, NO. 1) JANUARY 1960 


True Stories From Our Readers 


Contributions describing actual and unusual happenings in your practice 
are welcome, For obvious reasons only your initials will be published. An 
imported sculptulite figurine .. . 


an amusing caricature of a physician 


. will be sent in appreciation for each accepted contribution. 


you to find out what’s wrong.” The patient saw 
the light, and in subsequent questioning was 
very cooperative! 

Incidentally, Dad’s taste in jokes was like 
the anecdote above—very much of the earth, 
earthy. One of his favorites concerned a doctor 
boasting of the superiority of his automobile 
to that of a colleague—on the basis that “My 
car can pass your’n.” 

Mrs. Robert B. Carlson, 
Glendale, Calif. 


Porch Practitioner 

My friends and colleagues had been wonder- 
ing for some time why the very capable and 
charming Dr. H. had not succeeded in his 
practice and finally moved out of town. Re- 
cently, at a social gathering, one of the guests 
provided the explanation. 

Dr. H., a bachelor, lived with his parents 
and had his office in the same house. His 
grandmother also made her home with them. 
On pleasant days, the old lady would take 
some fresh air in front of the house, chatting 
with patients as they came and went and in- 
quiring about their state of health. Well, it 
seems that when leaving the office, she would 
ask point blank what the doctor had advised 
them. “Ah, bah,” she would perhaps retort to 
a patient, “that’s no good. No hot compresses 
on your knee, cold ones, I say.” And when the 
patient protested that such were the doctor’s 

Concluded on page 29a 
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Panalba 
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bronchitis 


... into a mixed culture of 
the four organisms 
commonly involved in 
bronchitis . . . Str. 
hemolyticus, D. pneu- 
moniae, H. influenzae and 
Staph. aureus (in this 
case a resistant strain) ... 
we introduce the five 
most frequently used 
antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph ), note that 
only one of the five leading 
antibiotics has stopped 
all the organisms, 
including the resistant 
staph! This is Panalba. 

In your next patient with 
bronchitis . . . in all your 
patients with potentially- 
serious infections . . . 
provide this extra 
protection with your 
prescription: 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


(Panmycin® Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first resort 


4 STRADEMARK, REG. U.S. PAT. OFF, 


The Upjohn Company 
Kalamazoo, Michigan 
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The formula tells why BONADOXIN quickly stops nausea and vomiting of 
pregnancy in 9 out of 10 cases.* Each tiny BONADOXIN tablet contains: 
Meclizine HCI (25 mg.) for antinauseant action / Pyridoxine HCI (50 mg.) for metabolic replacement 
More than 60,000,000 tablets prescribed and taken. Toxicity low, tolerance 
excellent. In bottles of 25 and 100. Usual dose: one tablet at bedtime; severe 
cases may require another on arising. See PDR, p. 779. 

BONADOXIN also effectively relieves nausea and vomiting associated with: 
anesthesia, radiation sickness, Meniere’s syndrome, labyrinthitis, cerebral 
arteriosclerosis and motion sickness. 


But, ee Little mother, just 


ONE 
just can't " 
swallow a BONAD OXIN 
lot of tablet stops morning sickness 
tablets®® (you take it at bedtime)99 


ea 


After Baby Comes 


For infant colic, try antispas- 
modic BONADOXIN Drops... 
stop colic in 7 out of 8 cases.* 


Each cc. contains: 
Meclizine 8.33 mg. / Pyridoxine 16.67 mg. 


See PDR, p. 779. 
* Bibliography available on request. 


@ New York 17, New York + Division, Chas. Pfizer & Co., Inc. + Science for the World’s Well-Being 
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Off the Record... 


Concluded from page 25a 


orders, she would bellow: “What does he 
know—he is only a child.” 

S.W.G., M.D. 

Brooklyn, N. Y. 


Chronic Carotenosis 


Mandy, a large woman, came to my office 
one day, stating that she was changing doctors. 
Her last doctor told her that she was too fat 
and that she had to lose some weight. 

In obtaining her medical history, I found 
that she had lost 20 pounds in the last 14 
days. I could not understand why she wanted 
to change doctors after accomplishing so much 
with the one she had. On questioning Mandy, 
I found my answer. 

Mandy couldn’t read, and her previous doc- 
tor had handed her a diet list and told her to 
eat “1500 carrots” a day. Mandy said, “I 
knows I misunderstood the good doctor. He 
told me to eat 1500 carrots a day. No one 
could do that, so I believe he meant for me 
to eat 15 carrots a day, and each day I go 
to the grocery store and buy 15 carrots. I am 
losing weight, but I shore am tired of carrots.” 

G.F.W., M.D. 
Warren, Ark. 


Pass Out the Cigars 


Several years ago I was called at midnight 
by a man who had just gotten married that 
night at 8 P.M. He said his new wife had a 
very bad stomach ache and was in severe pain. 
He had given her paregoric, with no relief. 

I went to the address, and on examination 
found the wife of only a few hours in labor. 
I didn’t have my obstetrical bag and there was 
no time to get the woman to a hospital. Short- 


ly afterwards I delivered an 8-pound baby boy. . 


The husband seemed dumfounded, and said 
he didn’t know his wife was pregnant. The 
friends the couple were spending the night 
with were both amused and a little put out. 
All in all, quite a wedding night. 

Anonymous 
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Anything to Oblige 

We read so many articles today about 
physicians being cold, indifferent, inconsider- 
ate, and too inclined to view a patient as a 
disease entity rather than as a person. I offer 
this little incident, which happened when I 
was quite new in my general practice, to show 
that modern physicians can be accommodating. 

While returning from a country call about 
twelve miles from town, I passed an old man 
walking along the road. I recognized him—he 
had been in my office a few times—and I 
stopped and gave him a lift. In answer to my 
question about where he was going, he said, 
“Let me off at Dr. Wilkins’ office.” 

This answer didn’t particularly surprise me 
as the old fellow was known to shop around a 
bit. And so I dropped him at Dr. Wilkins’, 
located just down the street from my office. 

Then, perhaps an hour later, my reception- 
ist gave me this message: “Mr. S. is here and 
says he’s ready to go home, and could you 
please take him!” | 

R.C.G., M.D. 
Richland Center, Wis. 


Conservative Approach 


A twenty-five year old woman presented her- 
self with a complaint of “Doctor, I feels I is 
wide open and taking air.” After a pelvic 
examination revealing a cystocele and rectocele 
and with a history of eleven children in ten 
years, I said, “Have you considered some form 
of birth control?” “Yes,” she said, “but my 
home doctor ain’t taken me off it.” 

J.B.W., Jr., M.D. 
El Dorado, Ark. 


Wrench, Please 


An elderly man came into my office to com- 
plain of an awful, awful nosebleed he’d suf- 
fered. “It was so bad,” he told me, “that it 
was coming out both nozzles.” 

E.O.L., M.D. 
Sparta, Wis. 
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Bronchodilator action of oral 
ELIXOPHYLLIN 


As shown by clinical observations : 


Acute asthmatic attacks were termi- 
nated in 10 to 30 minutes after a 
single oral dose in 91 of 107 patients 
(85 % 


As shown by pulmonary function 


Spirometric studies in acetylcholine- 
induced asthma showed oral Elixo- 
phyllin equivalent in therapeutic ef- 
fects to intravenous aminophylline 
(500 mg.) and comparable both pro- 
phylactically and therapeutically to 


15min. 30 min. 49 patients.®.® 


Vital capacity increase of 30.6% in 30 
minutes—average of 69 patients.',°,® 
Maximum breathing capacity increase of 
25.7% in 30 minutes—average of 


Chronic asthmatic symptoms were 
also well controlled and frequency of 
attacks markedly reduced in most pa- 
tients by dosage every 8 hours.!..+ 


fests: 


subcutaneous epinephrine.5 

Further pulmonary function studies 
after doses of 60 or 75 cc. Elixo- 
phyllin demonstrated increases in 
vital capacity and maximum breath- 
ing capacity as shown below: 


Improved cough efficiency as shown in a patient with bronchial asthma 


following Elixophyllin dosage of 75 cc.:* 


Peak 


flow rate 
(lit./sec.) 


= 


++ 


Before 
2.24 


and to 0.805 after 60 minutes. 


Volume exhaled (liters) increased from 0.076 to 0.391 after 30 minutes, 


After 30 min. After 60 min. 
2.93 


In a series of 25 patients receiving a single dose of 69 or 75 cc. Elixophyllin, 
the efficiency of the cough response was markedly enhanced, with a mean 
increase of 33% in rate of air flow and over 100% in the volume of air expelled 


on maximal cough.‘ 


For the bronchospasm of acute and chronic asthma, 
emphysema, and bronchitis . Elixophyllin provides prompt, sustained relief 


without undesirable effects of other medications such as: sympathomimetic 
stimulation, barbiturate depression, or suppression of adrenal function. This 
oral theophylline therapy is virtually free from gastric side effects. 


DOSAGE: For acute attacks, a single dose 
of 75 cc. for adults, or 0.5 cc. per Ib. body 
weight for children. 


For chronic symptoms, doses at 8-hour in- 
tervals (before breakfast, at 3 P.M., and be- 


fore retiring) in amounts as follows: for 
adults—45 cc. doses first two days, gradu- 
ally reduce to 30 cc. doses; for children— 
doses of 0.3 cc. per Ib. body weight for first 
two days, gradually reduce to 0.2 cc. per Ib. 
body weight. 


Each tablespoonful (15 cc.) contains: theophylline 80 mg. (equivalent to 100 mg. 
aminophylline) in a special hydroalcoholic vehicle assuring rapid, dependable 


absorption (alcohol 20% ). 


1. Spielman, D.: Ann. Allergy 15:270, 1957. 2. Schluger, 
J. et al.: Am. J. Med. Sci. 234:28, 1957. 3. Kessler, F.: 


Connecticut St. M. J. 21:205, 1957. 4. Greenbaum, J.: 
Ann. Allergy 16:312, 1958. 5. Frank, D. E.: Antibiotic 
M. 6:338, 1959. 6. MacLaren, W. R.: To be published. 
7. Bickerman, H. A. et al.: Sci. Exh., A.M.A. Conven- 


tion, June 1959. 


herman Leboralories 


Detroit 11, Michigan 
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A museum guard, 

a lecturer and a salesman 
may not have anything 

in common except angina 
pectoris. As angina patients, 
they share a common need 
for Peritrate 20 mg. q.i.d.— 
“basic therapy” providing 
long-acting coronary 
vasodilatation for fewer, less 
severe attacks, increased 
exercise tolerance, reduced 
nitroglycerin dependence and 
improved ECG findings. 


As individuals, however, 
their needs vary, so that — 
therapy in one should also 
include relief of tension, 
while another may require 
convenience of 
administration. Broad 
coverage protection for 
each patient is afforded 
by a Peritrate formulation 
in terms of 


adaptable 
prophylaxis in 
angina 


® 
pectoris with Peritrate 20 mg. 
basic therapy in coronary artery disease: lle, 


Peritrate 20 mg. with Phenobarbital for the apprehensive 
patient (q.i.d.). 


Peritrate Sustained Action for convenient 24-hour protection 7 


(one tablet in the morning, one 12 hours later). 


MORRIS PLAINS, WN. J 
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IVES-CAMERON COMPANY 


New York 16, N.Y. 


NEW 
IN TABLET FORM 


for control of 
infectious diarrhea 


All the advantages of liquid SPENsIN-PS in convenient 
tablet form. Two synergistic antibiotics, polymyxin 
and dihydrostreptomycin for decisive bactericidal 
action. The activated adsorbent of 5 to 8 times kaolin’s 
capacity: Attapulgite—shown by in vitro studies to 
adsorb enteropathogenic viruses and bacterial endo- 


toxins. 


SpENsIN-PS: removes bacterial endotoxins kills 
organisms susceptible to polymyxin and dihydro- 
streptomycin + restores normal fluid absorption + 
soothes irritated intestinal mucosa + produces stools 


of normal consistency. 


SPENSIN'-PS 


Tablets and Suspension: Activated attapulgite, pectin, 
alumina with polymyxin B suifate and dihydrostrepto- 
mycin 


AG 
i 
\ 4 
~ 
4 
| 
} 
{ 


Diagnosis, Please! 


Edited. by Maxwell H. Poppel, M.D., F.A.C.R., Professor of Radiology, 
New York University College of Medicine and Director of Radiology, Bellevue Hospital Center 


Thirty-year-old female. 
Chief complaint—right lower quadrant discomfort. 


Which is your diagnosis? 
1. Stone in right ureter 3. Dermoid cyst 
2. Calcified mesenteric nodes 4. Lithopedion 


(Answer on page 220a) 
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Why you can 
prescribe 
DORIDEN*® 
for nearly 
all insomnia 
patients 


Because it acts smoothly, because 
it is metabolized rapidly, because 
it apparently has no' toxic effect 
on the liver or kidney, Doriden is 
indicated in many cases where 
barbiturates are unsuitable. With 
Doriden, for example, you can 
prescribe a good night’s sleep for 
patients sensitive to barbiturates, 
elderly patients, patients with 
low vital capacity and poor re- 
spiratory reserve, and those un- 
able to take barbiturates because 
of renal or hepatic disease. And 
Doriden patients awake refreshed 
—except in rare cases, there’s no 
morning “hangover.” SUPPLIED: 
Tablets, 0.5 Gn., Fi 

0.25 Gm., 0.125 Gm. 


DORIDEN® (glutethimide cipa ) 2/2761m8 


Coming 
next month... 


Diagnosis and Treatment of Facial Pain 
By Michael Scott, M.D., Clinical Professor of 
Neurosurgery and Head, Department of 
Neurosurgery, Temple University Schoo! of 
Medicine, Philadelphia, Pennsylvania. 


Morning Headache 

By Lester Blumenthal, M.D., Associate in 
Medicine and Marvin Fuchs, M.D., Clinical 
Instructor of Medicine, George Washington 
University Medical School, Washington, D. C. 


The EEG and Headache 
By Irvin M. Gerson, M.D., Philadelphia, 
Pennsylvania. 


Diagnosis and Surgical Treatment of 
Head and Neck Cancers 

By Robert S. Pollack, M.D., San Francisco, 
California. 


Hemorrhagic Syndromes and Abnormal 
Proteins i 

By Sloan J. Wilson, M.D., Associate Professor 
of Medicine, Department of Medicine, Uni- 
versity of Kansas School of Medicine, Kansas 
City, Missouri. 


Erythrocyte Uptake of 1-Triiodothy- 
ronine, An In Vitro Diagnostic Test 
By Colvin H. Agnew, M.D., Assistant Pro- 
fessor of Radiology, Department of Radi- 
ology, University of Texas School of 
Medicine, Galveston, Texas. 


Staphylococcal Disease in Infancy 

By Harris D. Riley, Jr., M.D., Professor and 
Chairman, Department of Pediatrics, Chil- 
dren’s Memorial Hospital, University of 
Oklahoma School of Medicine, Oklahoma 
City, Oklahoma. 


Sanarelli-Schwartzman Phenomenon as 
a Clinical Entity 

By William McCall, Jr., M.D., and Bennette 
W. Pool, M.D., Bowman Gray School of 
Medicine, Wake Forest College, Winston- 
Salem, North Carolina. 


Hyperpiesia—Diagnosis and Treatment 
By James E. Reeves, M.D., San Diego, Cali- 
fornia. 
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Coroner’s Corner 


A middle-aged man was mobbed as he was 
found under a doorway with the body of a 
young girl, 12-years-old. He was rescued by 
police and autopsy on the girl was ordered. 
Examination was most surprising. There was 
not the slightest evidence of external injuries 
or violence. Careful examination was made of 
throat and skin, there were no scratches or 
finger marks. Also careful examination was 
made for semen not only in vagina but also 
from thigh washing. Internal examination was 
striking as heart was covered by large thymus 
giving the first impression of lungs extending 
to the diaphragm, down from the hyoid bone 
(weight 120 grams). There was also general 
lymphadenopathy; cervical, axillary, inguinal, 
etc. Most marked was the enlargement of 
lymph follicles in the ileum where Pyer’s 
patches were also next to each other. The 
mesentery was just a mass of lymph nodes. 

Two other systems were affected: 1. Hypo- 
plasia of the cardiovascular system; very small 
heart (90 grams), aorta narrow, lumen only 
2 cm in diameter. 2. Hypoplasia of endo- 
crines; pituitary was just a small speck in a 
shallow sella turcica. Each adrenal weighed 
only about 2 grams. Each thyroid was about 
2 grams, pale brown, membrane-like over the 
left. Ovaries were very small 0.5 cm in diam- 
eter. This condition of Status Lymphatics was 
described carefully by D. Marine. In recent 
medical literature there is little mention of this 
condition as it has been abused extensively by 


A beautiful imported German apothecary jar will be 


sent to each contributor of an unusual case report. 


pathologists when they could not find a cause 
of death. However, it is well known as empha- 
sized by Marine that in this condition the sys- 
tem can not stand any shock such as surgical 
procedure or anesthesia, etc. 

In this case the accused’s story was sub- 
stantiated. According to him he tried to in- 
quire about a street in the neighborhood but 
the children playing tag did not respond and 
when he caught the young girl, she screamed 
and collapsed. The man took her under the 
doorway automatically. On the evidence of 
the autopsy, case was dismissed. 


NicHOLAsS M. ALTER, M.D. 
Oswego, New York 
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“When compared to other members of this heterocyclic group 
of compounds, this drug [NATURETIN] shows a significantly 
increased natriuresis and decreased loss of potassium and bicar- 
bonate. In this respect it more closely approaches a natural or 
‘ideal diuretic.’ It is effective upon continuous administration 
and causes no significant serum biochemical changes. It is 
effective in a wide variety of edematous and hypertensive states 
and represents a significant advance in diuretic therapy.” Ford, 
R.V.: Pharmacological observations on a more potent benzo- 
thiadiazine diuretic; accepted for publication by the American 
Heart Journal. 
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Squibb Benzydroflumethiazide 


more closely approaches the ideal diuretic 


Comparison of electrolyte excretion pattern for the 24 hours following 
typical doses of chlorothiazide, hydrochlorothiazide, and Naturetin! 


i¢ 


& 


: 


Urinary Yolume (liters) Natriuresis (mEq./24 ) 
significantly increased with Naturetin 


c 


least with Naturetin 2 marked increases id 


Typical Doses: Chlorothiazide —1,000 mg.; Hydrochlorothiazide — 50 mg.; Naturetin (Benzydroflumethiazide)—5 mg. 
1. Adapted from: Ford, R. V., Squibb Clin. Res. Notes 2:1 (Dec.) 1959. 


- 
N 
. 
Potassium Excretion (mEq./24 hr.) 
least with Naturetin 
Urinary pH 
least increase with Naturetin 
val 4 


a single 5 mg. tablet once a day 
provides all these advantages’ 


prolonged action — in excess of 18 hours 

convenient once-a-day dosage 

low daily dosage — more economical for the patient 

no significant alteration in normal electrolyte excretion pattern 

repetitively effective as a diuretic and antihypertensive 

greater potency mg. for mg.—more than 100 times as potent as chlorothiazide 
potency maintained with continued administration 

low toxicity — few side effects — low salt diets not necessary 


comparative studies with chlorothiazide, hydrochlorothiazide, and Naturetin 
disclose that smallest doses of Naturetin produce greater weight loss per day 
in hypertension, Naturetin, alone or in combination with other anti- 
hypertensives, produces significant decreases in mean blood pressure 

and other favorable clinical effects 

@ purpura and agranulocytosis not observed 

@ allergic reactions rarely observed 


?Reports (1959) to the Squibb Institute for Medical Research, 


Naturétin — Indications: in control of edema when diuresis is required, in congestive heart failure, 

in the premenstrual syndrome, nephrosis and nephritis, cirrhosis with ascites, edema induced by drugs 
(certain steroids); in the managemert of hypertension, used alone, combined with Raudixin (Squibb 
Rauwolfia Serpentina Whole Root), or with other antihypertensive drugs, such as ganglionic blocking agents. 


Contraindications: none, except in complete renal shutdown. 


Precautions: when Naturetin is added to an antihypertensive regimen including hydralazine, 

veratrum, and/or ganglionic blocking agents, immediate reduction must be made in the dosage for all 
preparations; the dosage for ganglionic blocking agents must be decreased by 50% to avoid a precipitous 
drop in blood pressure. This also applies if these hypotensive drugs are added to an established Naturetin 
regimen . .. in hypochloremic alkalosis with or without hypokalemia . . . in cirrhotic patients or those on 
digitalis therapy when reductions in serum potassium are noted . . . in diabetic patients or those 

predisposed to diabetes . .. when increased uric acid concentrations are noted . . . when signs — 

leg or abdominal cramps, pruritus, paresthesia, rash —suggestive of hypersensitivity, are noted. 


Naturétin — Dosage: in edema, average dose, 5 mg., once daily, preferably in the 
morning; to initiate therapy, up to 20 mg., once daily or in divided doses; for 
maintenance, 2.5 to 5.0 mg., daily in a single dose. Jn hypertension: suggested 
initial dose, 5 to 20 mg. daily; for maintenance, 2.5 to 15 mg. daily, depending 
on the individual response of the patient. When Naturetin is added to an anti- 
hypertensive regimen with other agents, lower maintenance doses of each 


j 
drug should be used. Squibb Quality — 5 
wa? the Priceless 
Naturétin- Supplied: tablets of 2.5 mg. and 5 mg. (scored). Ingredient 


‘ravoixins® AND ‘NATURETIN’ ARE SQUIBB TRADEMARKS. 
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laxative trap 


KONDREMUL 


micromulsign bo /e| 


_ Clinical investigations over a 25-year peric 
have shown that KONDREMUL 
normal bowel function ‘through 


bowel regulator, mineral oil 
_ encapsulated in Irish Moss— mixes readi 
with warm yr cold water, milk or coc 


Normal Bowel Function.” The 
suggestions to patients to help. them 


Smith, & Inc. 


FINE PHARMACEUTICALS + 902 BROADWAY, N. Y 


MEDICAL TIMES 
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"action after prolonged use of habit-form 
4 Available in 3 forms 
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relieves rigidity 
and reduces muscle spasm 
in the 
parkinson patient 


a new synthetic compound 


“Chlorphenoxamine (Phenoxene) exerts a gentle yet potent action . . . a muscle 
relaxant action also an energizing and stimulating action, without induction of 
excitement or agitation. Patients are able to move faster and more freely and with 
greater strength and longer endurance. It helps to loosen rigid muscles, and it 
successfully counteracts akinesia, tiredness, and weakness.”’* 


*Doshay, L. J., and Constable, K.: Treatment of Paralysis Agitans with Chlorphenoxamine Hydrochloride, J.A.M.A. 
170:37 (May 2) 1959. 


A REPRINT OF THE COMPLETE ARTICLE AND CLINICAL TRIAL SUPPLIES ARE AVAILABLE ON REQUEST. 


ME DIVISION OF ALLIED LABORATORIES, INC. . INDIANAPOLIS 6, INDIANA 
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YOU TREAT THEM 


it 
4 
GENTLY 


“In no case... 


was there any rebound congestion.” 


Your youngest patient as well as your oldest will find new Otrivin 
an unusually gentle yet remarkably effective nasal decongestant. 
Otrivin works quickly; its action is prolonged. Typical of many 
clinicians’ reports is the one published by Kolodny’: Of 64 pa- 
tients studied, 92 per cent had good or excellent results. “In no 
case studied was there any rebound congestion. Local side effects 


were minimal... . Extremely few systemic effects occurred. . . .” 


NEW 
OTR ror GENTLE RELIEF OF STUFFY NOSE 


ON PRESCRIPTION ONLY 


Otrivin is safe even for the very young. “The particularly striking 
feature of Otrivin solution was the absence of side effects, even in 
infants as young as two weeks.’” “‘It is effective in low concen- 
trations and is a safe nasal vasoconstrictor for even the young 


patient.’ 


Suppiep: Otrivin Nasal Solution, 0.1%; dropper bottles of 1 ounce. Otrivin Nasal 
Spray, 0.1%; plastic squeeze tubes of 15 ml. Otrivin Pediatric Nasal Spray, 0.05%; 


plastic squeeze tubes of 15 ml. 


Rererences: 1. Kolodny, A. L.: Antibiotic Med. 6:452 (Aug.) 1959. 2. Davis, M. R.: 
To be published. 3. Peluse, S.: In press. 


Otrivin® hydrochloride (xylometazoline hydrochloride CIBA) 


B A SUMMIT, N. J. 
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Therapeutic vitamins in the “therapeutic” jar 
Any severe disease process undermines the nutritional integrity of tissue. ' To counteract physiologic 
stress depletion of B and C vitamins, prescribe high potency STRESSCAPS... in burns... fractures... . 
severe infection . . . surgery . . . and in chronic disorders such as arthritis, alcoholism or colitis. 

The attractive STRESSCAPS jar also plays an important therapeutic role... reminding the patient of 
his daily dosage . . . assuring adequate intake for full metabolic support. 


Each capsule contains: 
Thiamine 


Mononitrate (B,) mg. 
Riboflavin (B,) ..... | 
Niacinamide 
Ascorbic Acid (C) ®) 
Pyridoxine HCI (B,) 
Vitamin Bi 
Folic Acid 
Calcium Pantothenate ... 3 
Vitamin K (Menadione) .. . ; 


Average dose 1-2 capsules daily. Stress Formula Vitamins Lederle 


1. Spies, T. D.: J. A. M.A. 
167 :675 (june 7) 1958. 


> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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ACROSS 


1. Pertaining to sight 
6. Lower extremity 
9. Impairment of motor 


function 


14. Highways 
15. Playing card 
16. Ovum within the 


graafian vesicle 


17. Fluid secreted by the 


18. With 
. Himalayan kingdom 


liver 


Pea) 


20. Prefix signifying 


isomeric with 


21. Soon 
24. Uranium, thallium 


(symbols) 


25. Relating to a tendon 


(prefix) 

operandi 
Employs 

. Mineral springs 


31. Den 
33. A derived protein 


. Union of two solids to 
form a liquid 
. Sign of the Zodiac 


41. Person with no mind 
42. Tranquil 

45. To make impure 

47. Transformation (prefix) 


. Imitated 


49. Gangrenous sore mouth 


. Guided missile (pl.) 

. On the outside (prefix) 

. Derived from a serum 
(prefix) 

. Paralyzed 

. Bone attached to a 
vertebra 


62. Wash lightly 


64 


65 
67 


68 


69 
70 


. lodine, molybdenum 
(symbols) 

. Escape 

- One who cannot speak 
(pl.) 

. Allied Youth League 
(abbr.) 

Calcium oxide (pl.) 

. Prefix similar to amino 


Medical Teasers 


A challenging crossword puzzle for the physician 
(Solution on page 194a) 


ry 16 
“9 
2 
32 
> 7 
at 
44 45 Keo 
7 
2 SS 
2 ? 
2 5 4 s 
‘ 
ALAN A, BROWN 
71. Left sacro-anterior posi- parts of an organ 38. Internal (abbr.) 
tion of fetus (abbr.) 10. Hail 39. Devoured 
72. Fall into disuse Il. Tuberculous disease of 43. Feminine name 
44. A flower (pl.) 
WN . Lis candidates 45. Smallpox 
DO (U.S.) 46. Himself (Lat.) 
1. Bony socket which 13. Cries out — 49. Line which defines 
contains the eye 22. Unit of radium emana- aspects of the cranium 
2. Unit of viscosity of a tion in solution 50. A narcotic 
fluid 23. Elder son of Isaac 51. Mountain (comb. form) 
3. Part of a molar tooth 26. Tumor composed of 53. Any odor 
4. Suffix signifying binary bone tissue 55. Spasmodic muscular 
compound 28. Eruption due to uremic contraction 
5. Cesium, antimony poisoning 56. Rise and fall of ocean 
(symbols) 30. An armed band surface (pl.) 
6. Milk sugar 32. Substance in milk 57. Excessively fat 
7. Framework of a red 33. Golf term 59. Mexican dollar 
blood corpuscle 34. Sooner 60. Ravine 
8..A reproductive bud 35. Chirp 63. Stool (L., abbr.) 
9. Tissue connecting two 37. Xenon, argon (symbols) 66. A way or passage 
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pooped patient? 


perks up mental oullock ~ revitalizes tired bodies 
Pooped patients pick up fast on new ELIXIR PEPTOLIN. A basic, year-round tonic, 
ELIXIR PEPTOLIN contains Pipradrol to brighten the patient’s day, plus vitamins, 
minerals (including real therapeutic doses of iron), lipotropics and bioflavonoids 
for good nutritional support. Moreover, ELIXIR PEPTOLIN has a good-tasting sherry- 
wine base that is 16-18% alcohol. So try ELIXIR PEPTOLIN in your pooped patients 
. .. just one tablespoonful t.i.d. You'll like the results. Available in 16-o0z. bottles. 
Prescription only. WALKER LABORATORIES, INC., MOUNT VERNON, NEW YORK 
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PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


** There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 

‘ component in its action, and with a minimum 

of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component.’? 


Krantz, J. C., Jr.: The restless 
patient — A psychologic and 
pharmacologic viewpoint. 
Current M. Digest 


3 the original meprobamate, discovered and introduced by 
Wi) WALLACE LABORATORIES, New Brunswick, N. J. 
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Xylocaine Viscous provides quick-acting and pro- 
longed surface anesthesia for sore and painful 
throats, particularly those occurring after tonsillec- 
tomy and adenoidectomy. Its cherry-flavored, water- 
soluble vehicle spreads evenly and adheres intimately 
to the membranes. Nonirritating and nonsensitizing. 
Dose: 1 teaspoonful, swished around in the mouth 
and then swallowed slowly. 


Write for additional information regarding other 
uses which include management of hiccup and reflex 
vomiting, as well as relief of discomfort associated 
with laryngoscopy, esophagoscopy, gastroscopy and 
the passage of esophageal and gastric tubes. 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


XYLOCAINE’ Viscous 


(brand of tidocaine*) 


for better doctor-patient relationship 


*U.S. PATENT NO. 2,441,498 MADE IN U.S.A, 
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in acute superficial thrombophlebitis 
“A one-week course of therapy is generally sufficient to 
produce satisfactory resolution of the inflammatory proc- 


ess without recurrence.” 
Orbach, E. J.: J. Internat. Coll.-~Surgeons 31:165, 1959. 


in arthritis and allied disorders 
“Patients who experienced major improvement had 
prompt and almost complete relief of pain and stiffness, 


which could be maintained on a small maintenance dose.” 
Graham, W.: Canad. M.A.J. 79:634, (Oct. 15) 1958. 


Butazolidin 


(brand of phenylbutazone) tablets + alka capsules 


BUTAZOLIDIN® (brand of phenylbutazone): Red-coated tablets 
of 100 mg. 


BUTAZOLIDIN® Alka: Orange and white capsules containing 
BUTAZOLIDIN 100 mg.; dried aluminum hydroxide ge! 100 mg.; 
magnesium trisilicate 150 mg.; homatropine methylbromide 
1.25 mg. ad 


Geiny ARDSLEY, NEW YORK gQeigy 
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in bronchial asthma 


\ \ \ | | potent 
“potentiated 
prednisone” 


breaks the PREDNAMIN brought excellent or good relief to 76% of 50 
asthmatic patients . . . all of whom had responded unsatisfac- 
side-effects barrier torily or years to epineph- 
cs rine, ephedrine and aminophylline. Although treatment was 
to fi ull, long range prolonged and continuous, only 2 patients required withdrawal 

corticosteroid benefits of PREDNAMIN because of side effects.* 
The optimally balanced PrepNaMIN combination magnifies the 
efficacy of small doses of prednisone . . . but leaves corticosteroid 
hazards at a low-dose minimum. With PrepnNamin, problem 
asthmatics and patients with atopic and contact dermatoses need 
3°. no longer be deprived of continuing and often dramatic corti- 

Wy costeroid benefits. 


Each Prepnamin Tablet contains prednisone 2.5 mg., chlorpro- 
DOME CHEMICALS INC. phenpyridamine maleate 2.0 mg., and ascorbic acid 250.0 mg. 


New York Los Angeles « Montreal Bottles of 30 and 100. 
World Leader in Dermatologicals *Swartz, H.: To be published, 
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EDEMA OF PREGNANCY 


. “Clinical and metabolic studies of chlorothiazide 
(Diuril) were done in patients with normal pregnancy 

[100} and in those with toxemia of pregnancy [50).” 

“Doses of 500 mg. one to four times daily, resulted 

. in striking increase in the urinary excretion of sodium 
and chloride ions and of water, with corresponding 

loss of body weight.” 


Assali, N.S., Judd, LJ. and Mondz, N.: 
J.A.MLA. 169:26, (Jan. 3) 1959. 


CHLOROTHIAZIDE 


continuing 
and consistently 
record 


safety and 
efficacy in: 


Supplied: 250 mg. and 500 mg. scored tablets DIURIL 
(Chiorothiazide). DIURIL is a trademark of Merck & Co., Inc. 
Additional information is available to the physician on request. 


& MERCK SHARP & DOHME 
a Division of Merck & Co., Inc., Philadelphia 1, Pa. 


©1959 Merck & Co., INC. 
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In Coronary 
Insufficiency. . . 


Your high-strung angina patient 
often expends a “100-yd. dash” 


worth of cardiac reserve 


through needless excitement. 


Curbs emotion 
as it boosts 
coronary 


blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 

for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 
increases his exercise tolerance. 


Miltrate 


Miltown® (meprobamete) + PETN 


Each tablet contains: 200 mg. Miltown and 
10 mg. pentaerythritol tetranitrate. 


Supplied: Bottles of 50 tablets. 


Usual dosage: 1 or 2 tablets q.id. before meals 
and at bedtime. Dosage should be individualized. 


AFF WALLACE LABORATORIES + New Brunswick, N. J. 
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What’s Your Verdict? 


Edited by Ann Ledakowich, Member of the Bar of New Jersey 


A young athlete of high school 
age complained to his family physician that 
he suffered stomach pains and occasional 
spells of loss of memory. A blood count and 
hemoglobin proved normal, whereupon the lad 
was referred to the hospital for a blood test. 

At the hospital a student technician led the 
boy to the blood collecting room and instructed 
him to roll up the right sleeve of his shirt. 
Upon doing so, the boy straddled a chair next 
to the table upon which lay a blanket contain- 
ing the requisite blood collecting equipment. 
The technician inserted a syringe needle into 
the boy’s arm and removed a sample of his 
blood. She thereupon placed a piece of cotton 
upon the arm, bent the arm to some extent, 
and told the boy to hold it in such position. 
As she turned to set the blood sample into 
the basket, the lad rose to his feet, rolled 
down his sleeve, and fell to the floor in a 
faint. The boy suffered facial injuries. 

In a malpractice action against the physician 
in charge of the hospital’s pathology depart- 
ment, negligence is claimed for failure of the 
technician to advise the boy to remain seated 
for a few minutes after the blood withdrawal. 

At the trial the boy testified that he had 
never fainted but once before in his life. He 
had had no medical training and therefore 
knew of no reason why he should not stand 
up after the blood had been withdrawn. Had 
he been instructed to remain seated, he would 
have done so. 

The technician testified as to the procedure 


she followed in drawing the blood sample. 

In defense, the physician testified as to the 
usual practice of obtaining a blood specimen. 
He contends that it is inadvisable to instruct 
the patient as to anything that suggests fainting 
because the mere suggestion often has such a 
psychological impact that it causes a patient 
to faint. 

Other expert testimony at the trial as to 
the accepted practice in the vicinity of draw- 
ing blood generally conformed to the method 
employed in the instant case. 

At the conclusion of the trial, the court 
entered judgment in favor of the patient, from 
which the physician took an appeal. 

Is a doctor liable for negligence because his 
technician fails to advise a patient to remain 
seated for a few minutes after a blood sample 
is taken? Answer on page 220a. 
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PATTERN 


ANTIHISTAMINE. ACTION 7 
WITHOUT SEDATION 


SYSTEMIC DECONGESTION 
WITHOUT SIDE EFFECTS 


ANALGESIC-ANTIPYRETIC ACTION 
WITHOUT DRUG STIMULATION 


ANTI-STRESS VITAMIN TO 


IN SINUS AND NASAL DECONGESTION 


“THERUHISTIN” — Newest type of antihistamine for 
control of excessive nasal secretion and congestion — highly 
potent (92 per cent effective)! yet unusually free from side 
effects —less than one per cent incidence of drowsiness.'3 


l-Phenylepbrine — Unusually long-acting oral vasocon- 
strictor‘ relieves nasal blockage, promotes better drainage — 
without local pathologic changes reported with topical 

. agents. Relieves bronchial spasm. 


Aspirin and Phenacetin — Analgesic-antipyretic 
synergists, to relieve fever, aches and pains. Freedom from 
antihistamine drowsiness obviates need for drug stimulants. 


Ascorbic Acid — High levels of vitamin C aid in preventing 


MAINTAIN TISSUE INTEGRITY 


nasal edema due to impaired vascular and mucous membrane 
integrity,> and replenish adrenal ascorbic acid reserves.¢ 


new 


4 ¢ > 9 Each tablet contains: 
Isothipendyl HCl (“Theruhisting) . . ..... . . 4mg. 


for symptomatic relief of colds, hay fever, and sinus congestion 


posaGeE: Adults, 2 tablets initially. Thereafter, and 


Children (6 to 12), half the adult dose. 


SUPPLIED: Bottles of 100 and 1,000 tablets. 


A yerst Laboratories, 
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until symptoms disappear, 1 tablet every four hours, Ann. Allergy 16:237 (May-June) 1958. 2. Spielman, A. D.: Ann. Allergy 16:242 


REFERENCES: 1. New and Unused Therapeutics Committee, Am. Coll. Allergists: 


(May-June) 1958. 3. Spielman, A. D.: New York J. Med. $7:3329 (Oct. 15) 
1957. 4. Hunnicutt, L. G.; Bull. Vancouver M. A. 28:348 (July) 1952. 5. Hunni- 
cutt, L. G.: Bull. Vancouver M. A. 28:352 (July) 1952. 6. Pirani, C. L.: 
Metabolism 1:197 (May) 1952. 


New York 16, N.Y. + Montreal, Canada 
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REDUCE 
 EXUDATION 


CONTROL 


A buffered solution with pH adjusted to 
conform to the slightly acid condition of 
the normal skin in the external ear canal. 


Does not obscure anatomic landmarks dur- 
ing Otoscopy. 


Virtually nonsensitizing and nonirritating. 


Sterile ear solution . . . with a cellophane 
wrapped sterile dropper. 


Each cc. of OTOBIONE contains: 
anti-inflammatory Prednisolone acetate, 5 mg., 
anti-bacterial Neomycin (from sulfate) 3.5 mg., 
and anti-fungal Sodium propionate 50 mg. 
Supplied: In 5 cc. bottles. 


WHITE LABORATORIES INC. 
KENILWORTH, NEW JERSEY 


in ear infections and seasonal ear complaints 
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dexamethasone 


steroid potential confirmed and 
fully realized in bronchial asthma 
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meprobamate with PATHILON® tridihexethy! chloride Lederle 


greater flexibility in the control of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 
mebrobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 


PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths — PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.|. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: PATHIBAMATE-400 — Each tablet (yellow, '/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg. 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethyl chloride, 25 mg. 

n Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 

2 tablets at bedtime. 

PATHIBAMATE-200 —1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 

Adjust to patient response. 

‘ Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 

neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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An emotionally balanced 
patient. Thanks to your 
treatment and the help 
of Deprol, her depression 
is relieved and her 
anxiety and tension 
calmed. She eats well, 
sleeps well, and can re- 
turn to her normal 
activities. 


Lifts calms anxiety 


Deprol helps balance the mood by lifting 
depression as it calms related anxiety 


No “‘seesaw”’ effect of amphetamine-barbiturates 
and energizers 


While amphetamines and energizers may stimulate the 
patient — they often aggravate anxiety and tension. And al- 
though amphetamine-barbiturate combinations may coun- 
teract excessive stimulation — they often deepen depression. 


In contrast to such “‘seesaw’”’ effects, Deprol lifts depression 
as it calms anxiety—both at the same time. 


Safer choice of medication than untested drugs 


Deprol does not produce hypotension, liver damage, psy- 
chotic reactions or changes in sexual function. 


Dosage: Usual starting dose 
is 1 tablet q.i.d. When neces- 


sary, this may be gradual é 
increased up to 3 tablets q.i. . 7 AMPHETAMINE- e 
Com oan’. 1 mg. 2-diethyl- 


AND ENERGIZERS BARBITURATE 


e ro- 
may stimulate the combinations may 
WALLACE LABORATORIES Supplied: Bottles of 50 light- pom 


i ink, scored tablets. rite 
New Brunswick, N. J. or literature and samples. 
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Photographs with brief description of your hobby will be welcomed. A 


conversation-piece desk ornament .. . an imported, wooden (handcarved) 


physician figurine... 


we 
iG trouble with many begin- 
ning photographers is they load themselves 
down with so many gadgets they don’t know 
which one to peer through first. By the time 
they’re ready to trip the shutter, the picture is 
gone.” 

This comment comes from Dr. Andrew 
Furey of New York City, who advises begin- 
ners to stick to a simple camera and an 
exposure meter. “That is all that is required,” 
he explains, “to get first-rate photos. Photog- 
raphy is a dynamic art, the catching on film 
of a fleeting, story-telling moment. It is not a 


will be sent for each accepted contribution. 


technical hodgepodge, fuli of minute calcula- 
tions and hair-splitting adjustments. Keep your 
equipment simple, and keep firing away. That’s 
the way to learn.” 

Dr. Furey has taken thousands of photos 
since he got his first box camera at the age of 
15. “I still have that camera—got it with cigar 
coupons—and it still takes sharp pictures.” 

These days the doctor favors a 35-mm 
single-lens reflex as his “all around” camera. 
Because he is “a bear when it comes to print 
quality,” he does all his own processing and 
darkroom work. 


"Childhood and Driftwood"'—an informal study in form and motion by Dr. Furey. 


bla 
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in check 
around the clock 


PRELUDIN 


brand of phenmetrazine 


ENDURETS” 
prolonged-action 


New long-acting PRELUDIN ENDURETS 
offer you a new method...a more 
convenient method... of administering 
this well-established, reliable 
appetite-suppressant. The new ENDURETS 
form virtually eliminates the vexing 
problem of the forgotten dose because... 
just one PRELUDIN ENDURET taken 
in the morning generally curbs the appetite 
throughout the day. 
PRELUDIN ENDURETS afford greater 
convenience for your patient... 
added assurance to you that medication 
is being taken as prescribed. 


PRELUDIN® (brand of phenmetrazine hydrochloride) 
Each ENDURETS prolonged-action tablet 
contains 75 mg. of active principle. 
PRELUDIN is also available as scored, square pink 
tablets of 25 mg. for 2 to 3 times daily administration. 
Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS IS A GEIGY TRADEMARK. 


GEIGY 


ARDSLEY, NEW YORK 
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in genitourinary 
tract infections 


courses of treatment* and still negligible 
development of bacterial resistance with 


‘ 


brand of nitrofurantoin 
**,..may be unique as a wide-spectrum antimicrobial agent 
that...does not invoke resistant mutants.” 


Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 


Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
* Conservative estimate based on the clinical use of Furapantin Tablets and Oral Suspension since 1953. 
Illustration through courtesy of Clay-Adams, Inc.. New York 


NITROFURANS—a snique class of antimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 


major addition to the safe and Hien 
or by! ‘the 


azine IL ds el tive as the pest avaliable p aZIn: but nth appreci ae 
a treatment of a. wide range of psycnological di 


a new advance in tranquilization: 
greater specificity of tranquilizing action results.in fewer side effects 


The presence of a thiomethyl radical (S-CH;) is unique in 
Mellaril and could be responsible for the relative absence of 


aes side effects and greater specificity of psychotherapeutic action. 
This is shown clinically by: 


1A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” 
action of other phenothiazines. This is evidenced 
by a lack of appreciable anti-emetic effect. 


MELLARIL 


inimal suppression of vomiting 


ittle effect on blood pressure 
d temperature regulation 


Less “spill-over” action to other brain areas — 
hence, absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. 


3 A notable absence of extrapyramidal stimulation. 


sympathetid g suppression of vomiting 


pening of blood pressure 4 


epeneerature regulation Lack of impairment of patient’s normal drive and energy. 


other 
phenothiazine -type 
tranquilizers 


5 Virtual freedom from such toxic effects as 
jaundice, photosensitivity, skin eruptions, 
blood forming disorders. 


INDICATION USUAL STARTING DOSE 


TOTAL DAILY DOSAGE RANGE 


ADULTS: Mental and Emotional Disturbances: 
MILD —where anxiety, apprehension and tension are present 10 mg. t.i.d. 20-60 mg. 


MODERATE—where agitation exists in psychoneuroses, alco- 25 mg. t.i.d. 50-200 mg. 
holism, intractable pain, senility, etc. 


SEVERE — in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 
Ambulatory 100 mg. tid. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg. 


CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 


20-40 mg. 


MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientific Exhib*, American Academy 
of General Practice, San Francisco, April 6-9, 1959 


SANDOZ 


| 
CH, 
PSYCHIC RELAX ON 
DAMPEN| 
SYMPATHETI 
i 
By: Os 
j 
parasympatt™ 
nervous sy’ ar 


FOR YOUR ASTHMATICS 


NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


PREMICRONIZED FOR 
: OPTIMAL EFFICACY 


Available with 
either epinephrine 
or isoproterenol 


Medilhaler-EPI° 


Epinephrine bitartrate, 7.0 mg. per cc., 

suspended in inert, nontoxic aerosol vehicle. 

ey Contains no alcohol. Each measured dose 
contains 0.15 mg. epinephrine. 


Medihaler-ISO” | 


Isoproterenol sulfate, 2.0 mg. per cc., 

suspended in inert, nontoxic aerosol vehicle. 

Contains no alcohol. Each measured 

dose contains 0.06 mg. isoproterenol. ° 
Riker 
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specify Lactum to help you avoid troublesome formula changes 


20 cail./fl. oz. from birth 


Because it is so well tolerated, Lactum can be fed 
at the usually recommended 20 calories per ounce 
from birth. The newborn infant’s hunger is thus 
adequately satisfied, and the infant is enabled to 
adjust to normal feeding intervals. 


In various clinical studies }: 2: 4 Lactum has been 
found to adequately meet the needs of full term 
infants from birth through the formula feeding 
period. 


Resume of Clinical Studies 
Infants Satisfactorily Fed on Lactum or Dextri-Maltose®* Modified 
Formulas Essentially Similar to Lactum 
No. of 
Infants Investigators Comment 
180 Hatfield, Simpson All infants vigorous; made satisfactory progress. 
(newborn) and Jackson 
57 Frost and Jackson? | Mean height and weight curves slightly above 
normal; normal or superior general development. 
190 Henrickson? Satisfactory results. Average hospital stay: 
“ _— 5.5 days; average daily weight gain: 3 ounces. 
infants. 


*Maltose-dextrins formula modifier, Mead Johnson 
M. R. L.: J. Pediat. 44: 32-45 (Jan.) 1954. . Frost, 


R. L.: J. Pedi 


Sas (Nov) 3. W. E.: GP 8: 51-56 


(Oct) 1953. H. R.: Arch. Pediat. 61: 617 (Dec.) 1 


avoid baby’s discomfort and mother’s anxiety... specify Lactwm Modified mitk formula, Mead Johnson, liquid + “instant” powder 


\ Mead Johnson 


Symbol of service in medicine 


baby’s. gry cry 
= +causes bothersome phone calls... 
| | | 


When colds, “flu,” sore throats 


bring fever, aches, pains— 


you can prescribe comfort with 


‘Tylenol 


for “effective antipyretic and analgesic responses”’' 
with “remarkable freedom from toxicity.’’” 


Children like Tylenol—and parents are reassured when they see the 
prompt relief it brings. Tylenol is often prescribed with the anti- 


biotics for this reason. 


SUGGESTED DOSAGE: AT 4 TO 6 HOUR INTERVALS— 


under 1 year, 60 mg.; 1-3 years, 60-120 mg.; 3-6 years, 120 ing.; over 6 years, 240 mg. 


McNEIL) 
Cc TYLENOL ELIXIR 

120 mg. (2 gr.) per 5 cc.; 4 and 12 fi. oz. bottles. 
McNEIL LABORATORIES, INC. 


TYLENOL DROPS 
i , Pa. 
Philadelphia 32, Pa 60 mg. (1 gr.) per 0.6 cc.; 15 cc. bottles with calibrated droppers. 


A., and Ritter, J. A.: N-acetyl-p-aminophenol (Tylenol Elixir) as a Pediatric Antipyreti 


Acetaminophen 


1. Cornely, D. 
(SAM.A, 160:1219 (Apr. 7) 1956. 
2. Mintz, A. A.: Management of the Febrile Child, J. Ky. Acad, Gen. Pract. 5:26 (Jan.) 1959, 
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Who Is This Doctor? 


fr. was born at Bologna, Italy, 
on September 9, 1737. He was of a deeply 
religious cast of mind and wished to become a 
clergyman, but his parents had him educated 
as a physician. 

Quite early he married the daughter of his 
teacher. At the age of 25 he was appointed 
lecturer in anatomy at Bologna and gained 
repute as a comparative anatomist from his 
researches on the organs of hearing and the 
genito-urinary tract of birds. Later he also 
became professor of obstetrics. 

He spent 20 years of his life investigating 
the action of electricity upon the muscles of 
the frog and enunciated the theory of animal 
electricity. 

The story goes that he made his discovery 
due to the observant eyes of his wife who 
noticed that the legs of a dissected frog lying 
on her husband’s table were violently convulsed 
when they were touched by a scalpel while 
sparks were passing in an electrical machine 
placed a distance away. 

From the experiments which followed came 
the battery named after its inventor. 

He had come to the conclusion that the 
phenomenon connected with the frog’s legs 
was produced in some mysterious way by elec- 
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Identify the famous physician from clues in this brief biography 


tricity in the amphibian’s tissues. At the age 
of 54 he published a book in four parts under 
the title of “Essay of the Force of Electricity 
in the Motion of Muscles.” This treatise be- 
came very well known and was reprinted sev- 
eral times. 

He led the quiet life of a respected pro- 
fessor; however, his later years were disturbed 
by great events. In 1796 Napoleon Bonaparte 
had entered North Italy as victor and founded 
the Cisalpine Republic, to which Bologna, hith- 
erto in the Papal States, was to belong. All 
citizens were required to take the oath of 
allegiance to the young republic. His religious 
scruples came into conflict with his worldly 
interests. He refused to take the oath, was 
deprived of his post at the University and 
retired into private life. This disastrous end 
to his career affected his bodily health. While 
his friends were arranging for his reappoint- 
ment, he died in December 1798, at the age of 
61. 

His name is used in connection with battery 
(direct) electric current and with the electro- 
chemical process of applying a coat of zinc 
on the surface of iron and steel in order to 
increase resistance to corrosion. Can you 
name this doctor? Answer on page 220a. 
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 Spermicidal Time of Six Leading 
Jellies in Minutes’ 


Cytometer Chamber Spermatocidal Test 


——Lanesta 


4 active agents speed and e 
= 7-chloro-4-indanol, the new spermicide, rapidly and completely immobilizes 


sperm in concentrations as low as 1:4,000—yet is so mild that it may be used 
even in the presence of vaginal infection. 


# 10% NaCl in ionic strength greatly accelerates spermicidal action. 
® sodium lauryl sulfate acts as a dispersing agent and spermicidal detergent. 
® ricinoleic acid acts as a sperm inactivator and immobilizer. 


Lanesta Gel® with diaphragm provides the most effective means of conception 
control. However’, if a patient is unwilling or unable to use a diaphragm, 
Lanesta Gel provides faster spermicidal action—plus desirable occlusion 

at the cervical os when used alone. 


Supplied: Lanesta cae (Physician’s Prescription Package), 3 oz. tubes with applicator; 3 oz. refills. 
Available at all pharmacies. 


References: 1. Berberian, D. A., and Slighter, R. G.: J.A.M.A. 168:2257 (Dec. 27) 1958. 2. Bailey, J. H.; Coulston, F., 
and Berberian, D. A.: J. Am. Pharm. A, (Se. Ed.) 48:212 (April) 1959. 3. Gamble, C. J.: Am. Pract. & Digest 
Treat. 9:1818 (Nov.) 1958. 4. Berberian, D. A.; Coulston, F., and Slighter, R. G.: Toxicol. & Appl. Pharmacol. 1:366 
(July) 1959. 5. Warner, M. P.: J. Am. M. Women’s A, 14:412 (May) 1959. 


Distributed by GEORGE A. BREON & CO., New York 18, N. ¥. Ps. 
Manufactured by Esta Medical Laboratories, Inc., Alliance, Ohio LanTien ipalsoavaitable. 


MEDICAL TIMES 


-gpeedier spermicidal action 2 
‘Mean Spermatocidal Time + S. E., Min. 
Berberian, D. A., and Slighter, R. G:: J.A.M.A. 168:2257 (Dec. 27) 1958. ‘ 
| 


KEEPS 
THE STOMACH 
FREE OF PAIN 


KEEPS 
THE MIND 
THE 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects.- 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 
IN Two 2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N. J. WW) 
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- effective control ¢ minimal disturbance 
of allergic of the patient's 
and inflammatory = chemical and psychic 
symptoms" | balance’***” 


: Substantiated by published reports of leading clinicians 
- 
} 


At the recommended antiallergic and anti-inflammatory 
dosage levels, ARISTOCORT means: 


¢ freedom from salt and water retention 
virtual freedom from potassium depletion 


negligible calcium depletion References: 1. Feinberg, S. M.; Feinberg, A. R., and Fisherman, 

E.W.: J.A.M.A. 167:58 (May 3) 1958. 2. Epstein, J. L., and Sher- 

. =, wood, H.: Conn. Med. 22:822 (Dec.) 1958. 3. Friedlaender, S., and 

euphoria and depression rare Friedlaender, A. S.: Antibiotic Med. & Clin. Ther. 5:315 (May) 

ht 1958. 4. Segal, M. S., and Duvenci, J.: Bull. Tufts N.E. Medical 

no voracious appetite — no excessive weight gain Center 4:71 (April-June) 1958. 5. Segal M. S.: Report to the 

- Z a A.M.A. Council on Drugs, J.4.M.A. 169:1063 (March 7) 1958. 

low incidence of peptic ulcer 6. Sherwood, H., and Cooke, R. A.: J. Allergy 28:97 (Mar.) 1958. 

7. Duke, C. J., and Oviedo, R.: Antibiotic Med. & Clin. Ther. 

low incidence of osteoporosis -vith compression fracture 5:710 (Dec.) 1958. 8. McGavack, T. H.: Clin. Med. (June) 1959. 

9. Freyberg, R. H.; Berntsen, C. A., and Hellman, L.: Arthritis 

7 and Rheumatism 1:215 (June) 1958. 10. Hartung, E. F.: J.A.M.A. 

Precautions: With aristocort all traditional precautions to corticosteroid therapy 167 :973 (June 21) 1958. 11. Zuckner, J.; Ramsey, R. H.; Caciolo, C., 

should be observed. Dosage should always be carefully adjusted to the smallest and Gantner, G. E.: Ann. Rheumat. Dis. 17 :398 (Dec.) 1958. 12. Appel, 

shi ill s ress symptoms. B.; Tye, M. J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. 

which il fo d sede ai the 5:716 (Dec.) 1958. 13. Kalz, F.: Canad. M.A.J. 79:400 (Sept.) 1958. 

After patients have been on steroids for prolonged periods, discontinuance mus 14. Mullins, J. F., and Wilson, C. J.: Texas J. Med. 54:648 (Sept.) 

carried out gradually over a period of as much as several weeks. 1958. 15. Shelley, W. B.; Harun, J. S., and Pillsbury, D. M.: 

Supplied: 1 mg. scored tablets (yellow) ; 2 mg. scored tablets (pink); 4 mg. 2 E. 

uly 2 MeGavack, H.; Kao, K. T.; Leake, 

scored tablets (white) ; 16 me. scored tablets (white). : ees > a D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Se. 236:720 

Diacetate Parenteral (for intra-articular and intrasynovial injection). Vials of (Dec.) 1958. 18. Council on Drugs: J.A.M.A, 169:257 (January 
5 ec. (25 mg./ce.). 17) 1959. 


Gaertd) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 


three 
therapies 
of choice for 
infected /inflamed /painful 


ears 
Rarely Sensitizing 


Comprehensive bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. 
Hygroscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate 

Acetic acid 

Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 


Broad-spectrum bactericidal action plus effective anti- 
inflammatory and antipruritic therapy. Eradicates most 
common causes of otitis; restores normal acid mantle. 
Each cc. contains: 
‘Aerosporin’ brand Polymyxin B Sulfate 10,000 Units 
Neomycin Sulfate 5 
Hydrocortisone in a sterile, slightly acid, aqueous 

suspension 
Available in dropper bottles of 5 cc. 


Acts quickly to relieve pain and itching associated with 
otitis externa. Bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. Hy- 
groscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate 10,000 Units 
Xylocaine* HCl brand lidocaine Hydrochloride (5%) 50 mg. 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 

*Reg. T.M. Astra Pharmaceutical Products, Inc. — U. S. Pat. No. 2,441,498 


Literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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Here what 
you can 
when you prescribe 


Case Profile* 
A 28-year-old married woman, a secre- for dy smenorrhea 


tary in a booking agency, complained of and premenstrual tension 
severe and consistent pain and cramps 
in the abdomen during her menstrual 
periods. Psychologically, she described 
the first two days as “climbing the walls.” 
Menarche occurred at age 13. She has a 
regular twenty-eight day menstrual 
cycle and a four day menstrual period. 

Trancopal was given in a dose of 100 
mg. four times a day for the first two 
days of the four day period. In addition 
to the relief of the dysmenorrhea she also 
noticed disappearance of a “bloated feel- 
ing” that had previously annoyed her. 
She has now been treated with Trancopal 
for one and one-half years with excellent 
results. Other medication, such as codeine 
or aspirin with codeine, had relieved the 
pain, but the patient had had to stay 
home. Because her father is a physician, 
many commercial preparations had been 
tried prior to Trancopal, but no success 
had been achieved. 

Before taking Trancopal this patient 
missed one day of work every month. For 
the past year and a half she has not 
missed a day because of dysmenorrhea. 


Case Profile* 


A 42-year-old truck driver and mover 
injured his back while moving a piano. 
The pain radiated from the sacral region 
down to the region of the Achilles tendon 
on the right side. X-rays for ruptured 
disc revealed nothing pertinent. The day 
of the injury he was given Trancopal im- 
mediately after the physical examina- 
tion. Although 100 to 200 mg. three times 
a day were prescribed, the patient on his 
own responsibility increased the dosage 
of Trancopal to 400 mg. three times a 
day. This dosage was continued for three 
days and then gradually reduced over a 
ten day period. During this time, the pa- 
tient continued to drive his truck. The 
muscle spasm was completely controlled 
and no apparent side effects were noted. 

For the past six months, the patient 
has continued to take Trancopal 100 to 
200 mg. as needed for muscle spasm, par- 
ticularly during strenuous days. 


*Clinical Reports on file at the Department 
of Medical Research, Winthrop Laboratories. 


Turn page for complete listings of Indications and Dosage. 
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THE FIRST TRUE ”“TRANQUILAXANT 


potent MUSCLE RELAXANT 
effective TRANQUILIZER 


e¢ In musculoskeletal disorders, effective in 91 per cent of patients.’ 
e In anxiety and tension states, effective in 89 per cent of patients.! 
e Low incidence of side effects (2.3 per cent of patients). Blood 
pressure, pulse rate, respiration and digestive processes are 
unaffected by therapeutic dosage. It does not affect 
the hematopoietic system or liver and kidney function. 
¢ No gastric irritation. Can be taken before meals. 
¢ No clouding of consciousness, no euphoria or depression. 


Indications 1-6 


Musculoskeletal: 


Psychogenic: 

Low back pain Fibrositis Anxiety and tension 

(lumbago, etc.) Ankle sprain, tennis states 
Neck pain (torticollis) elbow Dysmenorrhea 
Bursitis Myositis Premenstrual tension 
Rheumatoid arthritis Postoperative muscle Asthma 
Osteoarthritis spasm Angina pectoris 
Dise syndrome Alcoholism 


Now available in two strengths: 


Trancopal Caplets®, 

100 mg. (peach colored, scored) , bottles of 100. 
NEW . Trancopal Caplets, 
STRENGTH 200 mg. (green colored, scored), bottles of 100. 


Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms occurs 
in from fifteen to thirty minutes and lasts from four to six hours. 


(| LABORATORIES 
New York 18, N. Y. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. 
2. Lichtman, A. L.: New developments in muscle relaxant therapy, Kentucky Acad. Gen. 
Pract. J. 4:28, Oct., 1958. 3. Lichtman, A. L.: Relief of muscle spasm with a new central 
muscle relaxant, chlormezanone (Trancopal), Scientific Exhibit, Meeting of the Inter- 
national College of Surgeons, Miami Beach, Fla., Jan. 4-7, 1959. 4. Ganz, S. E.: Clinical 
evaluation of a new muscle relaxant (chlormethazanone), J. Indiana M. A. 52:1134, 
July, 1959. 5. Mullin, W. G., and Epifano, Leonard: Chlormezanone, a tranquilizing 
agent with potent skeletai muscle relaxant properties, Am. Pract. Digest Treat. 10:1743, 
Oct., 1959. 6. Shanaphy, J. F.: Chlormezanone (Trancopal) in the treatment of dys- 
menorrhea; a preliminary report, Current Therap. Res. 1:59, Oct., 1959. 


Trancopa! (brand of chlormezanone) and Caplets, trademarks -eg. U.S. Pat. Off. 1408M_ Printed in U.S.A. 
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Analeptone-Anabolic Tablets, Reed & Carn- 
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MODERN MEDICINALS 


rick, Kenilworth, New Jersey. Tablets, each 
containing 50 mg. pentylenetetrazol, 0.83 
mg. methyltestosterone, 0.0015 mg. ethinyl 
estradiol, and 450 mg. strontium salicylate. 
Indicated for the aging and aged patient 
suffering from cerebral anoxia and the re- 
sultant confusion, depression, behavior 
problems, and inability to concentrate. Dose: 
2 tablets 3 or 4 times daily, depending on 
the severity of the condition. Sup: Bottles of 
100. 


Apresoline-Esidrix, Ciba Pharmaceutical Prod- 


ucts, Inc., Summit, New Jersey. Tablets, 
each containing 25 mg. hydralazine HC1, 
and 15 mg. hydrochlorothiazide. Indicated 
for moderate to severe forms of hyperten- 
sion, especially if complicated by edema or 
impaired renal circulation. Dose: One tab- 
let t.i.d. Sup: Bottles of 100. 


Azo-Kynex Tablets, Lederle Laboratories Di- 


vision American Cyanamid Co., Inc., Pearl 
River, New York. Pink-coated tablets con- 
taining 125 mg. sulfamethoxypyridazine 
and 150 mg. phenylazodiaminopyridine. 
Indicated as a urinary analgesic, also for 
prophylaxis before and after urologic sur- 
gery. Dose: 1 tablet once or twice daily. 
Sup: Bottles of 100 and 1000. 


Cyclobar, Schieffelin & Company, New York, 


These brief résumés of essential information on the newer medicinals, which 
are not yet listed in the various reference books, can be pasted on file cards 


and a record kept. This file can be kept by the physician for ready reference. 


New York. Ophthalmic gel combining Cy- 
clogyl and neomycin. Indicated for use be- 
fore and after ocular surgery, such as catar- 
act removal. Holds the eye in an open, re- 
laxed position, controls infection, helps pre- 
vent adhesions, and relieves inflammation. 
Use: As directed by physician. Sup: Collaps- 
ible tubes of 3.54 Gm. 


Hycomine Syrup, Endo Laboratories, Rich- 


mond Hill, New York. Formula improved 
with the addition of phenylephrine hydro- 
chloride. Each -teaspoonful (5 cc.) now 
contains 6.5 mg. Hycodan, 12.5 mg. pyrila- 
mine maleate, 10 mg. phenylephrine hydro- 
chloride, 60 mg. ammonium chloride, and 
85 mg. sodium citrate. Indicated to relieve 
cough and associated symptoms in 15-20 
minutes; effect usually lasts 6 hours or 
longer, allowing a comfortable night’s sleep. 
Dose: Adults, 1 teaspoonful after each meal; 
children, as directed by physician. Sup: 
Bottles of 1 pt. and 1 gal. 


Isordil, Ives-Cameron Company, New York, 


New York. Indicated in the treatment and 
prevention of angina pectoris. Each white, 
scored tablet contains 10 mg. isosorbide 
dinitrate. Dose: Average dose is 1 tablet 
taken 30 minutes before meals and at bed- 


Continued on page 78a 


75a 


bring all of her concepts of cleansing 


Many women don’t know that a vinegar 
douche is as old-fashioned as the copper tub, 
a relic of an empiric age.' Acids actually 
make mucus discharge more tenacious. On 
the other hand, soaps and harsh alkali are 
irritating. A detergent douche — TRICHO- 
TINE, the only major douche containing 
sodium lauryl sulfate — is the modern, more 


efficient yet gentler vaginal irrigant. 

The detergent action of TRICHOTINE as- 
sures greater penetration of viscid mucus, 
better dispersion of the healing medicaments 
on the mucosal surface, and more efficient 
removal of vaginal discharge. 

If there is any doubt in your mind, com- 
pare TRICHOTINE with vinegar or any other 


1. Goodman, L.S. and Gilman, A.: The Pharma- 
cologic Basis of Therapeutics, MacMillan, 1955. 
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...up to date with 


solution in your office clean-up. You will 
see readily the advantages of TRICHOTINE. 
It will prove equally desirable for home 
douching. 

The pH changes produced by any low 
pH douche last only a few minutes? and are 
of questionable value in healing.* TricHo- 
TINE actually favors epithelial growth and 


2. Karnaky, K.J.: J.A.M.A. 157:1155, 1955 (August) 
3. Scheinberg et al: Surgery 24:972, 1948 (Dec.). 
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TRICHOTINE 


hea. ‘ng,* assures maximum cleansing, 
sooihes inflamed mucus membranes. 

TRICHOTINE is indicated in the manage- 
ment and treatment of cervicovaginitis and 
leukorrheas, alone or in conjunction with 
other antimicrobials. TRICHOTINE is ideal 
for routine feminine hygiene — safe, gentle 
and effective. 


The Fesler Company, Inc. 
375 Fairfield Avenue, Stamford, Connecticut 
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time. Dosage range is from 5 mg. to 20 
mg. Individualization of dosage is recom- 
mended for maximum therapeutic effect. 
Sup: Bottles of 100. 


Ku-Zyme, Kremers-Urban Company, Mil- 
waukee, Wisconsin. Yellow and white cap- 
sules, each containing 30 mg. K-U standard- 
ized amylolytic enzyme and 6 mg. K-U 
standardized proteolytic enzyme. Indicated 
to promote optimum digestion and assimila- 
tion of carbohydrates, proteins, and fats. 
Dose: 1 capsule three times daily taken 
during the course of a meal. Sup: Bottles of 
50. 


Mephyton Emulsion, Merck Sharp & Dohme, 
Division of Merck & Co., Inc., Philadelphia, 
Pennsylvania. New dosage form, each cc. 
containing 10 mg. Vitamin K,. Indicated 
for use as an anticoagulant antidote. Use: 
50 mg. to 150 mg. by slow I.V. injection at 
a rate not exceeding 10 mg. per minute de- 
pending on patient’s response, and repeated 
at the discretion of the physician. Sup: 
Ampules of icc. in packages of 6. 


Meprospan 400, Wallace Laboratories, Inc., 
New Brunswick, New Jersey. New dosage 
form, each blue-topped sustained-release 
capsule containing 400 mg. meprobamate. 
Indicated for sustained tranquilization. Dose: 
One capsule at breakfast and one with eve- 
ning meal for 24 hour tranquilization. 


Nolamine Expectorant, G. W. Carnrick Com- 
pany, Newark, New Jersey. Raspberry- 
flavored expectorant, each teaspoonful of 
which contains 50 mg. glyceryl guaiacolate, 
1.7 mg. dihydrocodeinone bitartrate, 0.67 
mg. chlorprophenpyridamine maleate, 4 mg. 
phenindamine tartrate, and 8.35 mg. phenyl- 
propanolamine hydrochloride. Indicated in 


the relief of coughs due to colds, flu, grippe, 
bronchitis, asthmatic bronchitis and other 
allergic or respiratory conditions. Dose: 
Adults, 1 or 2 teaspoonfuls every 4 hours. 
Children, six years and over, 1 teaspoonful 
every 4 hours. One to six years, %4 to 1 
teaspoonful every 4 hours according to age 
and weight. Sup: Bottles of 16 oz. 


Otrivin, Ciba Pharmaceutical Products, Inc., 


Summit, New Jersey. Xylometazoline. In- 
dicated for quick relief of stuffy nose. De- 
veloped especially for cold and hay fever 
sufferers sensitive to the burning sensation, 
or stinging often associated with drugs of 
this type. Dose: Adults: Nasal Solution— 
2 or 3 drops in each nostril every 3 to 4 
hours. Nasal Spray—1 or 2 applications to 
each nostril every 3 to 4 hours. Children 
under 12: Pediatric Nasal Spray—1 appli- 
cation to each nostril every 4 hours as neces- 
sary. Sup: Nasal Sclution, 0.1% in dropper 
bottles of 1 oz.; Nasal Spray, 0.1%, in 
plastic squeeze tubes of 15 ml.; Pediatric 
Nasal Spray, 0.05%, in plastic squeeze tubes 
of 15 ml. 


Panalba Half-Strength, The Upjohn Company, 


Kalamazoo, Michigan. Capsules, each con- 
taining Panmycin phosphate complex equiva- 
lent to 125 mg. tetracycline hydrochloride 
and 62.5 mg. novobiocin sodium. Indicated 
in the treatment of mixed infections and 
infections susceptible to therapy with tetra- 
cyline, novobiocin, or a combination of the 
two. Dose: As directed by physician. Sup: 
Bottles of 16 and 100. 


Pharycidin Concentrate, The Purdue Freder- 


ick Co., New York, New York. Cherry 
flavored liquid compound, each teaspoonful 
of which contains 870 mg. choline salicylate 


Continued on page 86a 
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The first specific aldosterone-blocking agent... 


BRAND OF SPiRONOLACTONE 


Effectively extends the medical control of 
edema and ascites. It introduces a new 
therapeutic principle in treatment of... 


CONGESTIVE HEART FAILURE 
HEPATIC CIRRHOSIS 
THE NEPHROTIC SYNDROME 


IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic agent, the aldosterone 
antagonist, having a new kind of therapeutic activity. It specifically blocks 
an altered physiologic mechanism which has caused excessive sodium and 
water retention, thus achieves diuresis. This activity provides a fundamen- 
tally new approach to the control of edema and ascites, including edema 
totally or partially refractory or unresponsive to all other diuretic agents. 


s.o. SEARLE « co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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What Physicians May Expect of 


ALDACTONE 


It is fully expected that Aldactone will change 
present medical concepts of the therapeutic 
limitations in the management of edema. Many 
patients living in a greater or lesser state of 
edematous invalidism can now become edema- 
free. To others, gravely ill, Aldactone will be 
life-saving. Clinical trials demonstrate that, 
when used as the sole agent acting on the kidney 
in the relief of edema, Aldactone will produce 
a satisfactory diuresis in about half of those pa- 
tients whose edema is intractable to conven- 
tional diuretic agents. 

Furthermore, when Aldactone is used in con- 
junction with a mercurial or thiazide diuretic 
the level of satisfactory response may be ex- 
pected to rise to approximately 85 per cent in 
those whose condition was refractory to all pre- 
viously available therapeutic measures. 

The response of some patients with extremely 
resistant edema may be further enhanced by 
administering a glucocorticoid such as predni- 


sone. When Aldactone is used in such a compre- 


hensive therapeutic regimen a satisfactory 
diuresis and relief of edema may be expected 
in more than 90 per cent of edematous patients 
who would not otherwise respond. 


DOSAGE: For most adult patients the optimal 
dosage of Aldactone, brand of spironolactone, 
is 400 mg. daily in divided doses. Aldactone 
should be administered for at least four or five 
days before appraising the response, since the 
onset of its therapeutic effect is gradual when 
the drug is used alone. When used in combina- 
tion with mercurial or thiazide diuretics Aldac- 
tone manifests greater activity on the first and 
second days. The dosage range is 300 to 1,200 
mg. daily and dosage should be adjusted to the 
response of thé patient. A dosage of 400 mg. 
daily, however, will meet the requirements of 
most patients, and even 800 mg. daily will sel- 
dom be required. 


supPLiED: Aldactone is supplied as compres- 
sion-coated yellow tablets of 100 mg. 


s.o. SEARLE « CO., Chicago 80, Illinois. Research in the Service of Medicine. 
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relax 
skeletal muscle spasm 
WITHIN MINUTES-—, with 


Robaxin INJECTABLE 


A “safe, convenient medication”® for “immediate relaxation”’* of acute skeletal muscle spasm. Has “a high 
potential’’® for prompt relief, usually within minutes after administration.° 


SUPPLY: RosBaxINn Tablets, 0.5 Gm. 
(white, scored) in bottles of 50 and 500. 
Rosaxin Injectable, each ampul con- 
taining 1.0 Gm. of methocarbamol in 
10 cc. of sterile solution. 


J.A.M.A. 167: 163, 1958. 3. Grisolia, A., =) 


Maintain pain-free relaxation— 
WITHOUT DROWSINESS~—with 


4 em Th J. E. M.: Cli Orth ‘edi 
For initial relief, or to maintain relaxation originally induced by ROBAXIN Doherty, D. 
Injectable. Highly potent and long acting?.*— and virtually free from causing Park, H. W.: J.A.M.A. 167:168, 1958. 7. 
drowsiness, or other adverse side effects.!.2.3.6 For one group of patients with 
low back disorders, ROBAXIN Tablets shortened hospital stay an average of J.A.M.A. 171:298, 1959. 9. Schaubel, H. J.: 
4.54 days per patient.* Orthopedics 1: 274, 1959. 

NINE PUBLISHED STupIES with 374 patients show RosBaxIn Injectable and A.H.ROBINS CoO. INC. 
ROBAXIN Tablets beneficial in 90% of cases.1-9 RICHMOND 20, VIRGINIA 


Making today’s medicines with integrity 


Literature available to physicians on request. ... Seeking tomorrow’s with persistence. 


male, 25, torticollis due to 
head extremely painful. Fif- = 


the physician’s forte 


Whatever the measure of your patient’s pain 
(and fear of pain), Phenaphen’s four formula- 
tions provide a virtually complete “analgesic 
armamentarium” for dependable relief. Syner- 
gistic enhancement gives each dosage strength 
its own maximal effectiveness and tolerance— 
often sparing recourse to morphine. Adjustable 
dosage (1 or 2 capsules as needed) helps control 
fluctuating intensity. 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Making today’s medicines with integrity ...seeking tomorrow’s with persistence 


PHENAPHEN 


for maximum safe analgesia (4%, %, 1 gr.) 


In each capsule of In each capsule of In each capsule of In each capsule of 

PHENAPHEN PHENAPHEN NO. 2 PHENAPHEN NO. 3 PHENAPHEN NO. 4 

Acetylsalicylic acid (214 gr.) 162.0 mg. Phenaphen with Codeine Phenaphen with Codeine Phenaphen with Codeine 
e Phenacetin (3 gr.) .................. 194.0 mg. Phosphate 4 gr. Phosphate ¥ gr. Phosphate 1 gr. 


Phenobarbital (14 gr.) ............ 16.2 mg. 
Hyoscyamine sulfate .............. 0.031 mg. 
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SUCCINYLSULFATHIAZOLE— 
WEOMYCIN SUSPENSION 
with PECTIN and KAOLIN 

CAUTION: Federal law probits 

dispensing without prescription. 


Merck Sharp & Dohme 
Division of Merck & Co., Inc. 
Phitadeiphia, Pa. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrhea-causing organisms. 


SULFASUXIDINE@ (succinylsulfathiazole)—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PECTIN—cCoat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & C0., Inc., PHILADELPHIA 1, PA. 


CREMOMYCIN AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC, 
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t first in preference for relief from cough 
. quiets the cough and calms the patient 
Expectorant Sedative 
2 Antihistaminic Topical anesthetic 
PHENERGAN 
EXPECTORANT othe 
Promethazine Expectorant, Wyeth 
with Codeine Plain (without Codeine) Philadelphia 1, Pa 


NEW NON-NARCOTIC FORMULA 
Pediatric PHENERGAN EXPECTORANT 


with Dextromethorphan, Wyeth 


4 
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Concluded from page 78a 


and 15 mg. cetyl dimethyl benzyl ammo- 
nium chloride. Indicated for symptomatic 
relief of pain, irritation, minor sore throat 
caused by colds, throat strain, excessive 
smoking and irritation due to postnasal drip, 
pharyngitis, and post-tonsillectomy care. 
Dose: Dilute 1 teaspoonful in %4 glass of 
warm water and gargle. Then swallow 1 
teaspoonful of undiluted Pharycidin Con- 
centrate. Sup: Bottles of 4 oz. and 8 oz. 


Povan Suspension, Park Davis & Co., Detroit, 


Michigan. Strawberry flavored preparation, 
each cc. of which contains pyrivinium pamo- 
ate equivalent to 10 mg. pyrivinium base. 
Indicated for use in the treatment of pin- 
worms. Dose: Given as a single dose, 1 
teaspoonful (5 cc.) per 22 lbs. of body 
weight. Sup: Bottles of 2 oz. 


Quelicin Chloride, Abbott Laboratories, North 


Chicago, Illinois. New product size, contain- 
ing 25 mg. succinylcholine chloride per ml. 
Indicated for use as a muscle relaxant. Dose: 
Intravenously, under physician's direction. 
Sup: Abbo-vial containers of 20 ml. and 40 
ml. 


Singoserp-Esidrix, Ciba Pharmaceutical Prod- 


ucts, Inc., Summit, New Jersey. #1 tablets 
containing 0.5 mg. syrosingopine and 25 
mg. hydrochlorothiazide; + 2 tablets con- 
taining 1.0 mg. syrosingopine and 25 mg. 
hydrochlorothiazide. Indicated for mild to 
moderate hypertension especially if compli- 
cated by edema and including preeclampsia 
and hypertension associated with pregnancy. 
Dose: should be individualized. Average is 
1 +2 tablet three times daily. Where less 
syrosingopine is required, substitute tablet 
#1. Sup: Bottles of 100. 


Smallpox Vaccine Avianized, Lederle Labora- 


tories Division American Cyanamid Com- 
pany, Pearl River, New York. A live virus 
vaccine propagated in chicken embryo rather 
than the older calf-lymph method. For the 
prevention of smallpox. Dose: Vaccination 
is recommended for. all infants during their 
first year. Subsequent vaccination should be 
administered every five years. Sup: Individ- 
ual glass capillary tubes in boxes of 1, 5, 
and 10 doses. 


Syncillin Tablets, Syncillin for Oral Solution, 


Bristol Laboratories, Syracuse, New York. 
New synthetic penicillin, postassium alpha- 
phenoxyethyl penicillin. Provides higher 
blood levels of penicillin than any previous 
form of the drug administered orally or 
parenterally. Dose: Orally, as directed by 
physician. Sup: Bottles of 25 250-mg. tab- 
lets and bottles of 25 125-mg. tablets equiv- 
alent to 400,000 units and 200,000 units of 
penicillin respectively. Syncillin for Oral 
Solution, a dry powder which, when recon- 
stituted with 43 ml. of water, provides 60 
cc. of a solution of potassium alpha-phen- 
oxyethyl penicillin. Fruit flavored solution 
provides 125 mg. (200,000 units) of peni- 
cillin per teaspoonful. Available in bottles 
of 60 cc. 


Tralcyon Filmtab, Abbott Laboratories, North 


Chicago, Illinois. Each filmtab contains 25 
mg. hexocyclium methylsulfate and 300 mg. 
ectylurea. Indicated for spastic or irritable 
colon, intestinal colic, hypermotility of the 
stomach or intestines and anxiety neuroses 
with vague g.i. complaints. Dose: Usual adult 
dose, 1 filmtab 4 times daily. Sup: Bottles 
of 50 and 500. 
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AMPLUS 
IMPROVED 


(D-AMPHETAMINE + ATARAX® + VITAMINS AND MINERALS) 


(AND SHE’S LOSING NOTHING BUT WEIGHT) 


e She’s not losing her ambition to reduce. (Thanks to 
d-amphetamine’s proven anorectic action.) 

¢ She’s not losing her composure. (The tranquilizer, 
Atarax, calms diet-induced anxiety and jitters.) 

e She’s not losing essential vitamins and minerals. 
(AMPLUS IMPROVED supplies them.) 


MAKE THE ONE FOR GOOD MEASURE AMPLUS IMPROVED 


One capsule half-hour before each meal. Bottles of 100 
soft, soluble capsules, this actual size. Pre- 
scription only. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. : 
Science for the World’s Well-Being 
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“2” | 

or lactation 


make sure of dietary adequacy 
with new low/ cost... 


Prenatal 


OnLy | tablet daily, 1/2 the u us mo phosphorus-free, 12 vitamins plus 10 minerals 
The clinical superiority of mou-tRoN for the correction of iron deficiency during preg- 
nancy has been established by more published reports than are available for any other 
iron preparation.~ 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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yperte 


Esidrix potentiates the action of Apresoline, producing good 
blood pressure response with low dosage, minimal side effects. 
Added benefits: Improves renal blood flow; relaxes cerebral 
vascular tone; provides diuresis in decompensated cases, Each 
combination tablet contains 25 mg. Apresoline and 15 mg. Esidrix. 
APRESOLINE® hydrochloride—EsipR1x® (hydralazine hydrochloride and hydrochlorothiazide ) 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 

In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and ° 
apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 


Niatric contains: Each Tablet: 5 ce. Elixir: e Niatric protects capillary integrity 

Pentylenetetrazol 100 mg. 100 mg. H H H 

pg e Niatric prevents brain tissue hypoxia 

Ascorbic Acid 100 mg. 100 mg. 

Nes 15% Send now for samples and literature... 

Average Dose: 1 tablet or 1 tsp. (5 cc.) t.i.d. A F. ASCHER AND COMPANY, INC. 
of pint. Ethical Medicinals / Kansas City, Missouri 
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solution to 


' INITIS, CAUSED BY TRICHOMONAS VAGINALIS, CANDIDA 
= Haemophilus vaginalis, or other bacteria, is still the 
est gynecologic office problem . . . cases of chronic or 
ed Rnfection are often extremely difficult to cure.” Among 75 
patients sith vulvovaginitis caused by one or more of these 
atho; SERERICOFURON IMPROVED cleared symptoms in 70; vir- 
Seeverc, chronic infections which had persisted 
Seeeeemeeenerapy with other agents. “Permanent cure by 
} 


Seed clinical criteria was achieved in 56....” 
:155, 1959 


RON 


beves itching, burning, malodor and leukorrhea 
vaginalis, Candida (Monilia) albicans, 
Paginalis = Achieves clinical and cultural cures 
Nonirritating and esthetically pleasing 


2 lasting relief: 


l. tor weekly insufflation in your office. Micorur®, 
bran@aeuroxime, 0.5% and Furoxone®, brand of furazoli- 
done, in acidic water-dispersible base. 


2. sv a for continued home use each morning and 
night Mamet Week and each night thereafter—especially during 


the Hageent menstrual days. Micorur 0.375% and Furoxone 
Water-miscible base. 


Rawiempex of 24 suppositories with applicator 
jor mapypractical and economical therapy. 


NiZAGPURANS—a unique class of antimicrobials 
EATON NORWICH, NEW YORK, 


| 
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Traffic: jammed 
Car: stalled 


Temper: mild 
Uicer: quiet 


Here’s a man whose ulcer once would have pro- 
tested strongly—not just at traffic problems— 
but at the entire gamut of stress to which modern 
man is subjected. 

His physician, aware that she patient as well as the 
ulcer must be treated, has prescribed ALUpRox SA. 


eases tension + promotes healing 
relieves pain * reduces acid secretion 
inhibits gastric motility 


ALUDROX 


Suspension and Tablets: Ai Hydroxide Gel with 
Magnesium Hydroxide, Ambutonium Bromide and Buta- 
barbital, Wyeth 


Wyeth 


® 
Philadelphia 1, Pa. 
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1. A positive Weil-Felix test showing a ris- 
ing titer in paired sera taken at least 2 weeks 
apart is confirmatory evidence for: 

A) Relapsing fever. 

B) Filariasis. 

C) Typhus fever. 

D) Undulant fever. 

E) Leptospirosis. 


2. In testing for a defect in the factors that 
normally control bleeding, the pattern of lab- 
oratory findings that one is most likely to 
discover in a patient with hereditary hemor- 
rhagic diathesis is: 

A> Normal values for prothrombin time, 
bleeding time, clot retraction time, clotting time 
and platelet count. 

B) Normal values for bleeding time, proth- 
rombin time and platelet count but prolonga- 
tion of clotting time and clot retraction time. 

C) Normal values for clotting time, clot re- 
traction time, platelet count and prothrombin 
time but prolongation of the bleeding time. 

D) Normal values for platelet count, bleed- 
ing time, clot retraction time and prothrombin 
time but prolongation of the clotting time. 

E) Normal values for clot retraction time 
and platelet count but prolongation of pro- 
thrombin time, bleeding time and clotting time. 


3. Of the following the only finding char- 
acteristic of osteitis deformans (Paget’s disease) 
is: 
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These questions were prepared by the Professional Examination Service, a division 
of the American Public Health Association. Answers will be found on page 220a. 


A) A normal serum alkaline phosphatase. 
B) An increased serum calcium. 

C) An increased serum acid phosphatase. 
D) A low serum calcium. 

E) An increased serum alkaline phosphatase. 


4. If a patient develops ipsilateral convul- 
sions and hemiplegia within an hour after liga- 
tion of the internal carotid artery in the neck 
for intracranial saccular aneurysm, the most 
important step to take is: 

A) Removal of the ligature. 

B) Intracranial removal of the aneurysm. 

C) Oxygen therapy. 

D) Whole blood transfusion. 

E) Ligation of the jugular vein. 


5. Pulsus alternans can be differentiated 
from pulsus bigeminus because: 

A) Pulsus alternans has weaker and stronger 
beats while pulsus bigeminus has coupled strong 
beats without difference in their intensity. 

B) Pulsus alternans comes on with over- 
doses of digitalis and pulsus bigeminus is 
caused by cardiac failure. 

C) Pulsus alternans has strong and weak 
beats cqually spaced while pulsus bigeminus 
has coupled beats of alternating weak and 
strong intensity. 

D) Pulsus alternans never occurs in pericar- 
ditis while a bigeminal pulse is almost always 
associated with pericardial effusion. 

Concluded on page 100a 
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bacterial 
infections 


the 


The low costantibacterial prescription ° 
with assured safety and effectiveness 
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MADRIBON 


safe - effective - economical 


“..its simplicity of administration, safety, clinical 
response and reasonable cost make... [Madribon] a 
desirable drug in instances where it is equally effec- 
tive [as the antibiotics] and a choice drug in many 
antibiotic-resistant cases.”” 


Clinically effective for infections with cultures positive for: 


Staphylococcus aureus hemolyticus* B. proteus 

beta hemolytic streptococci E. coli* 
pneumococci Proteus* 

K. pneumoniae Shigella 

H. influenzae Salmonella* 

Ps. aeruginosa* paracolon bacilli 


A new alternative in bacterial infections 
for many reasons — 


¢ wide-spectrum activity 

* high rate of clinical effectiveness — up to 90% 

¢ less than 2 per cent side effects—even in long-term use 
* minimal risk of hazardous superinfections 

¢ essentially no danger of anaphylactic reactions 

¢ fewer problems with the development of resistant mutants 
* economical therapy 


* reserves antibiotic effectivness for fulminating, 
life-threatening infections 


For complete information on dosage forms, dosage sched- 
ules and precautions, consult literature available on request. 


*Some infections due to antibiotic-resistant strains have 
responded to Madribon. 


ROCHE casoratories 


Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


The fastest growing antibacterial bibliography: 


1. M. J. Mosely, Jr., J. Nat. M.A., 51:258, 1959. 


2. J. C. Elia, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 
1), 61, 1959. 


3. 
1 


Elia, Ann. 


New York Acad. Sc., 8%: (Art. 1), 52, 


J. 
£59. 


4. E. H. Townsend, Jr. and A. Borgstedt, Antibiotics An- 

nual bag 1959, New York, Medical Encyclopedia, Inc., 
1959, p. 64. 

5. roast on file, Roche Laboratories. 


6. B. A. Koechli W. Kern and R. Engelberg, Antibiotic 
Med. & Clin. Skanes, 6: (Suppl. 1), 22, 1959. 


7. W. A. Leff, ibid., p. 44. 
8. T. D. Michael, ibid., p. 57. 
9. = P. Ironson and (. Patel, ibid., p. 40. 


10. P. Boger, Antibiotics 1959, New York, 
Medteni Encyclopedia, Inc., 1959, 


B. H. Leming, Jr., C. Flanigan, o— and B. R. Jennings, 

* Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 32, 1959. 

12. S. Ross, J. R. Puig and E. A. Zaremba, Antibiotics An- 
teas. —— New York, Medical Encyclopedia, Inc., 


13. J. D. Young, Jr., W. S. Kiser and O. C. Bever. Anti- 
biotic Med. & Clin. Therapy, 6: (Suppi. 1), 53, 1959 


14. J. F. Glenn, J. R. Johnson and J. H. Semans, ibid., p. 49. 


15. ng me Daeschner, Ann. New York Acad. Sc., 82: (Art. 1) 


16. S. Guss and A. J, Spiro, Pediatric Conferences, 2:14, 1959. 


17. R. J. Schnitzer and W. F. DeLorenzo, Antibiotic Med. & 
Clin’ Therapy, 6: (Suppl. 1). 17, 1959. 


18. R. J. Schnitzer, W. F. DeLorenzo, E. Grunberg and R. 
Russomanno, Proc. Sec. Exper. Biol, & Med., 99:421, 1958 


19. W. F. DeLorenzo and R. Russomanno, Antibiotic Med. & 
Clin. Therapy, 6: (Suppl. 1), 14, 1959. 


20. B. Fust and E. Bochni, ibid., 
21. W. F. DeLorenzo and A. M. Schumacher, ibid., p. 11. 
O. Brandman, C. Over and R. Engelberg, J. M. Soc. New 
Jersey, 56:24, 1959 
23. L, O. Randall, and R. Engelberg, Toxicol. 
& Appl. 28, 1959 


4.S. M. Finegold, Z. Kudinoff, H. O. Kendall om v. E. 
Kvinge, Ann. New York Acad. Sc., 8%: (Art. 1), 44, 1959. 


. 4. Grace, tbid., p. 51. 

E. Skinner, ibid., p. 57. 

W. Levy, ibid., p. 80. 

M. Cahn and E. J. Levy. ibid., p. 84. 

Sierp and J. W. Draper, ibid., p. 92. 

A. Moore, ibid., p. 61. 

P. Boger and J. J. Gavin, ibid., p. 18. 

S. Kiser, O. C. Beyer and J. D. Young, ibid., p. 105. 
H. Leming, Jr. and C. Flanigan, Jr., ibid., p. 31. 

E. Bagdon, L. 0. Randall and W. A. Leff, ibid., p. 3. 
F. DeLorenzo and R. J. Schnitzer. p. 10. 
Carroll, Discussant, ibid.. p. 110 


a 


Krugman, Discussant, ibid., p. 78. 


FE. H. Townsend, Jr. and A. Borgstedt, ibid., p. 71. 
T. D. Michael, ibid., p. 40. 

A. E. Thill, Pennsylvania M. J., 62:1534, 1959. 
J.C. Elia, Mil, Med., in press 


B. Wolach, Colorado GP. 1:4, 1958. 


H. L. Rosenthal and L. Jud, J. Lab. & Clin. Med., 5§:461, 
1959. 


44. R. E. Ray, Case Rep. Child. Mem. Hosp... Chicago 
17:4445, 1959 


45. and J. Lagier, Schweiz. med. Wehnachr.. 


46. J. J P. Gibaud and J. Bottin, 
4. . Bordeaux, 136: (6) . 1959. 


Jr. and C. Flanigan, Jr., Scientific Ex- 
hageal Meeting American Medical Association, 
Atlantic City Jui 959. 


48. J. C, Elia, tbid. 


49. O. Thalthammer (University Pediatric Clinic, Vienna, 
Austria). paper presented at the Internationa! Congress of 
Infectious Pathology. Milan, Italy, May 6-10, 1959. 


Schupoli (Director. University Dermatological Clinic 
le, Switzerland), ibid. 


51. S. Rammethardt (First University Surgical Clinic, Vienna, 
Austria), ibid. 


52. M. Rinetti <ingthiute of Surgical Pathology, University of 
Parma, Italy id. 


53. M. Rentsch (University Pediatrie Clinic, Berne, Switzer 
land). ibid. 


54. N. Quattrin (Cardarelli Hospital, Naples, Italy), ibid. 


55. E. Picha (First University Gynecological Clinic, Vienna 
Austria), ibid, 


6. R (University Gynecology Clinic, Basle, Swit- 
zerland), 


57. G. Moustardier (Faculty of Biotictne and St. Andrew's 
Hospite!, Bordeaux, France), ibid. 


58. S. T. Madsen (Bergen, Norway), ibid. 
59. W. P. Boger. ibid. 


60. P. Buenger (Medical Department, Heidberg General Hos- 
pitai. Langenhorn. Hamburg. Germany), ibid. 


61. H. Ptasnik, Medizinische, (31/32). 1437, 1959. 


MADRIBON® — 2,4-dimethoxy-6-sulfanilamido-1,3-diazine 
ROCHE® 
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degreases the skin 


treats their 


while they 


wash ¢ 


KA 


helps remove blackheads’ dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
sodium dioctyl sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


6 FOSTEX CREAM — FOSTEX CAKE 


...in 4.5 oz. jars. For thera- ...in bar form. For therapeutic 
peutic washing inthe initial washing to keep the skin dry and 
phase of oily acne treatment. free of blackheads during main- 


tenance therapy. Also used in 


Write for samples. relatively less oily acne. 


WESTWOOD PHARMACEUTICALS ° Buffalo 13, New York 
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REDISOLs is so kids have 


Redisol (Cyanocobalamin, crystalline vitamin By) often stimulates children's appetites with consequent weight gain. 
Tiny Redisol Tablets (25, 50, 100, 250 meg.) dissolve instantly in the mouth, on food or in liquids. 

Also available: cherry-flavored Redisol Elixir (5 meg. per 5-cc. teaspoonful); Redisol Injectable, 
cyanocobalamin injection USP (30 and 100 meg. per cc., 10-cc. vials and 1000 meg. per cc. in 1, 5 and 10-cc. vials). 


Drawings reproduced from “A Hole Is to Dig”, copyright by Ruth Krauss and Maurice Sendak, published by Harper & Brothers. 
For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & GO., INnc., PHILADELPHIA 1, PA. 
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Singoserp: 


It spares them from the usual rauwolfia side effects 


FOR EXAMPLE: “‘A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing 
hypertension, although the daily dosage required is higher than that of reserpine. Severe 
side-effects are infrequent, and this attribute of syrosingopine is its chief advantage over 
other Rauwolfia preparations. The drug appears useful in the management of patients with 
essential hypertension.’”* 


*Herrmann, G. R., Vogelpohi, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (April 4) 1959. 


singoserp 


(syrosingopine CIBA) 
First drug to try in new hypertensive patients 
First drug to add in hypertensive patients already on medication 


suppuieD: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 
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Helps prevent vitamin-mineral deficiencies by providing comprehensive nutritional supplementa- 
tion. Just one capsule daily supplies therapeutic doses of 9 important vitamins plus significant quan- 
tities of 11 essential minerals and trace elements. 

Each MYADEC Capsule contains: VITAMINS: Vitamin B,. crystalline—5 meg.; Vitamin B. (riboflavin)—10 mg.; Vitamin 
B. (pyridoxine hydrochloride)—2 mg.; Vitamin B, mononitrate—10 mg.; Nicotinamide (niacinamide)—100 mg.; Vitamin 
C (ascorbic acid)—150 mg.; Vitamin A—25,000 units; Vitamin D—1,000 units; Vitamin E (mixed tocopheryl acetates)— 
5 L.U.; MINERALS (as inorganic salts): Iodine — 0.15 mg.; Manganese —1.0 mg.; Cobalt —0.1 mg.; Potassium —5.0 mg.; 
Molybdenum —0.2 mg.; Iron—15.0 mg.; Copper—1.0 mg.; Zinc—1.5 mg.; Magnesium —6.0 mg.; Calcium —105.0 mg.; 
Phosphorus — 80.0 mg. Bottles of 30, 100, 250, and 1,000. ar 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN ‘IB: 
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Concluded from page 93a 


E) Pulsus alternans is present with hypoten- 
sion and pulsus bigeminus in overactive hearts 
with premature beats. 


6. The operation on the sympathetic nerv- 
ous system generally used for the relief of 
vasospastic conditions of the lower extremities 
consists of: 

A) Division of the postganglionic fibers 
from the lumbar ganglia. 

B) Resection of the first to fifth lumbar 
ganglia. 

C) Resection of the second and third lumbar 
ganglia and the intervening chain. 

D) Periarterial sympathectomy. 

E) Removal of the lumbar and sacral sym- 
pathetic chain. 


7. A sudden spasm of the face produced by 
tapping over the facial nerve in postoperative 
tetany is known as: 

A) Chvostek’s sign. 

B) Chaddock’s sign. 

C) Sulkowitch’s sign. 

D) Trousseau’s sign. 

E) Chadwick’s sign. 


8. A cyst occurring in a finger at or near 
the site of a previous crushing or lacerating 
wound would most likely be diagnosed as: 

A) Dermoid cyst. 

B) Epidermoid cyst. 

C) Retention cyst. 

D) Sebaceous cyst. 

E) Teratoid cyst. 
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9. The only valvular cardiac disease in 
which syncope occurs with some frequency is: 

A) Aortic insufficiency. 

B) Mitral insufficiency. 

C) Tricuspid stenosis. 

D) Aortic stenosis. 

E) Mitral stenosis. 


10. In a case of gas gangrene the prognosis 
is best when the process is confined to the: 

A) Buttock. 

B) Back. 

C) Leg. 

D) Shoulder. 

E) Thigh. 


11. Extension of infection to the tubes by 
the gonococcus is by way of the: 

A) Spermatozoa ascending the genital tract. 

B) Blood vessels of the uterus and tubes. 

C) Muscular layers of the wall of the uterus. 

D) Mucosal lining of the genital tract. 

E) Lymphatics of the vagina or cervix. 


12. The serum chemistry findings most com- 
mon in rickets are: 

A) Reduced inorganic phosphorus, normal 
calcium, and elevated alkaline phosphatase. 

B) Normal inorganic phosphorus, reduced 
calcium, and elevated alkaline phosphatase. 

C) Reduced inorganic phosphorus, reduced 
calcium, and reduced alkaline phosphatase. 

D) Reduced inorganic phosphorus, reduced 
calcium, and normal alkaline phosphatase. 

E) Elevated inorganic phosphorus, reduced 
calcium, and elevated alkaline phosphatase. 


MEDIQUIZ REPRINTS AVAILABLE 


Through the cooperation of the Professional Exam- 
ination Service, Division of the American Public 
Health Association, special reprints of 150 Mediquiz 
questions and answers are now available in booklet 
form for $1 per copy. To stimulate further study, 
the source of each answer is listed in the booklet. 
The supply of booklets is limited. To be certain 
you'll have a copy, send your dollar now to the Pro- 
fessional Examination Service, Department MT-I, 
American Public Health Association, 1790 Broad- 
way, New York City 19, New York. 
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PENETRATES THE KERATIN 


FROM THE INSIDE 
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Since topical agents are unable to reach patho- 
genic fungi lodged deep in the keratin of the 
skin, hair or nails, a systemic therapy for super- 
ficial mycoses has been a long-sought therapeu- 
tic goal. GRIFULVIN dramatically achieves that 
goal. 

Absorbed from the gastrointestinal tract, 

GRIFULVIN is deposited in the keratin of the 

skin, hair or nails in fungistatic amounts. 

Organisms are thus held in check while the 

keratin containing viable but inactive fungi is 

gradually exfoliated and replaced by nonin- 
fected tissue. 

gw Tinea corporis usually clears in 2 to 4 
weeks; itching stops in 3 to 5 days. 

@ Tinea pedis improves in 1 to 2 weeks; 
complete clearing may require 3 to 6 weeks. 
Tinea capitis improves in 2 to 3 weeks; is 
usually cured in 3 to 5 weeks. 
Onychomycosis (tinea unguium) — finger- 
nails clear in 3 to 4 months; new normal 
growth is seen earlier; toenails require 
longer treatment. 

m Oral GriFULVIN appears to have a very 


low level of toxicity. 


Literature concerning method of administra- 


tion and dosage is available upon request. 


Supplied: 250 mg. scored tablets, colored aquamarine, 
imprinted McNet, bottles of 16 and 100. 


McNeil Laboratories, Inc « Philadelphia 32, Pa. 
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WORKS FROM THE INSIDE OUT 


Treatment 

for the 

sinus symptom 
complex 


Calurin® plus Triaminic® 


In acute and chronie sinusitis 


...a logical, clinically superior formulation of 


Calurin 


... the new, freely soluble, better tolerated 
neutral salt of aspirin 


relieves pain 
... fast and effectively 
Triaminic 
... the leading oral nasal decongestant... 
safer and more effective than topical medication! 


relieves pressure 


... within minutes 


Ursinus Inlay-Tabs*™" contain: 


CALURIN (stable, freely soluble 
calcium acetylsalicylate carbamide) 
equiv. to acetysalicylic acid 


TRIAMINIC 

(phenylpropanolamine HCl, 25 mg., 
pheniramine maleate, 12.5 mg., and 
pyrilamine maleate, 12.5 mg.) 


INDICATIONS: Acute, subacute and chronic sinusitis. 
Relief of symptoms accompanying the common cold. 


DOSAGE: Adult: 1 or 2 Ursinus Inlay-Tabs 
every 4 to 6 hours. Children 6 to 12: % to 
1. Farmer, D. F.: Clin. 1 Ursinus Inlay-Tab every 6 hours. 


Med. 5:1188 (Gept.) 1968. SUPPLY: Bottles of 100 Ursinus Inlay-Tabs. 
2. Lhotka, F. M.: Illinois 


M. J. 112:259 (Dec.) 1957. Ursinus is available on prescription only. 


SMITH-DORSEY « Lincoln, Nebraska 
a division of The Wander Company 


MEDICAL TIMES 


T.M, 
— 
— 
— 
3 ..(5 gr.) 300 mg. 
a 
q 
gi 
104a 


completes the picture in high starch diets 


KAPSEALS® 


to help digest carbohydrates « to forestall vitamin deficiencies 


Each Kapseal contains: 

Taka-Diastase® (aspergillus oryzae enzymes) 2% gr. 
Vitamin B, (thiamine) mononitrate 

Vitamin B, (riboflavin) 

Vitamin B, (pyridoxine hydrochloride) .... 
Pantothenic acid (as the sodium salt) 

Nicotinamide (niacinamide) 

Vitamin C (ascorbic acid) 

Vitamin B,» (crystalline) 

Liver Concentrate, N. FE .............. 0.17 Gm. 
Liver Fraction No. 2,N.F ..........-. 0.17 Gm. 
Supplied in bottles of 100 and 1,000. 
TAKA-COMBEX elixir containing Taka-Diastase, 
Vitamins B,, B., Bg, pantothenic acid, and nicotin- 
amide is also available in 1-pint bottles. 


Other dependable COMBEX products: 

when requirements for B-complex are increased 
COMBEX® KAPSEALS 

bottles of 100, 500, and 1,000 

for combined B-complex and C deficiencies 
COMBEX WITH VITAMIN C KAPSEALS 
bottles of 100, 500, and 1,000 

for a rapid increase in B-complex reserves 
COMBEX PARENTERAL 

10-cc. Steri-Vials® 

for correction of severe vitamin B-complex and 
C deficiencies 


THERA-COMBEX® KAPSEALS 
bottles of 100 and 1,000 


PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN ar 
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NO TURNED-UP A new achievement with an inherently SO SWEET 


bitter antibiotic—a ready-mixed, stable 


NOSES suspension that offers a fresh, citrus AND GOOD 


flavor. There’s no bitterness and no 


AT THIS ateraste THEY 


And it’s effective. Erythrocin is 


ANTIBIOTIC by seven CAN’T TELL 
SUSPENSION satety recor. 


CITRUS-FLAVORED 


ORAL SUSPENSION 
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TREATMENT OF 


TRIVIAL WOUNDS 


EDWARD S. STAFFORD, M.D. 
Baltimore, Maryland 


A few weeks ago, a middle-aged 
suburbanite, wearing shorts, was propelling 
his rotary mower acro*s the front lawn. Sud- 
denly he felt a sharp, stinging pain on the 
anterior aspect of his right shin. He thought 
he might have been stung by a bee but when 
he looked at his leg and saw that there was 
a tiny hole and some beginning swelling, he 
concluded that he had been struck by a 
small pebble thrown by the rotor. The acute 
pain quickly subsided but the injured area 
remained swollen and somewhat sensitive for 
the next several days. No other abnormality 
or symptom was noted until twelve days after 
the injury when this individual noticed that 
he had difficulty opening his mouth to swallow 
his breakfast orange juice. As the day wore 
on, he experienced progressive difficulty in 
opening his mouth and, becoming alarmed, 
the man sought medical aid for the first time. 
On examination the patient was found to have 
spasticity of the muscles of the right thigh 
and leg in addition to inability to open his 
mouth. There was also a small puncture wound 
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on the anterior surface of the right leg, about 
which there was slight swelling. A presump- 
tive diagnosis of tetanus was made. Immediate 
anti-tetanic measures were begun and the 
patient was hospitalized. Fortunately, after a 
stormy course, this patient recovered. 

The significance of the foregoing example is 
clear. The injury in itself was trivial but the 
consequences were disastrous for the patient. 
In these days, when men’s minds are pre- 
occupied with thoughts about missiles and 
about protection from the devastating effects 
of nuclear weapons, the importance of each 
individual’s own, personal, body armor, his 
skin, is apt to be lost sight of. This wonderful 
integument, which has protected man so well 
from his most numerous enemy, the microbe, 
is apt to be penetrated by the most trivial of 
wounds, causing a chink in the armor through 
which bacteria enter. 

Nor are pathogenic bacteria the only noxious 
agents of an unfavorable environment which 
wait to enter through the skin. The bite of a 
venomous snake or that of a poisonous spider 
may be listed as examples of trivial wounds 
with serious consequences. There are, also, 
inanimate hazards. A patient came to my 
office two weeks ago, a middle-aged house- 


Dr. Stafford is Associate Professor of Surgery, The 
Johns Hopkins University School of Medicine and The 
Johns Hopkins Hospital. 
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wife, who complained of exquisite pain along 
the course of one of the digital nerves of 
the middle finger whenever the least external 
pressure was applied to the palmar skin in 
the region of the web space between the index 
and middle fingers. A small irregularity in 
the palmar skin at this point suggested that 
the patient might have had a trivial wound 
here and she did recall that she might have 
cut her hand when she dropped a waterglass 
which broke. Sure enough, an x-ray of the 
hand revealed a tiny foreign body; careful 
exploration of the area resulted in the ex- 
traction of a splinter of glass which had im- 
pinged upon the digital nerve. 

All those who read this article are well 
aware, however, that perhaps ninety-eight out 
of one hundred trivial wounds are indeed 
trivial, inconsequential, and are soon forgotten 
by the individual who has sustained the injury. 
In the majority of instances recovery is prompt 
with or without the benefit of medical aid. 
As has been indicated, an occasional, trivial 
injury is far from trivial in its result, but there 
is still another aspect of this problem. A 
trivial injury may occasionally serve as a red 
herring, drawing the attention of the physician 
away from, rather than toward, the basic or 
underlying disease of the patient. A man, of 
about sixty years, was brought to the emer- 
gency room of a large city hospital, by the 
police who said that they had found him sit- 
ting on a doorstep in a semi-dazed condition. 
There was a small amount of blood on the 
patient’s clothes. He could answer questions 
reasonably well but was not very clear about 
how he was injured. His speech was a little 
thick and it was thought that he had an odor 
of alcohol on his breath. The police did not 
know whether he had been struck by an assail- 
ant or had fallen. The patient admitted to 
having a drink earlier in the evening. After 
several hours of observation, and following a 
completely negative, neurological examination, 
the patient was permitted to leave the hospital, 
in the custody of the police. The laceration 
had been suitably treated. It was presumed 


that the man had been intoxicated and had 


fallen, striking his head. When brought before 
a magistrate the next morning, it was noticed 
that he seemed very ill and, in fact, he col- 
lapsed. The man was rushed back to the 
hospital but died as measures were begun to 
resuscitate him. Postmortem examination indi- 
cated that the patient was nearly exsanguinated 
from a bleeding, duodenal ulcer. 

What wounds are to be considered trivial? 
Obviously the answer to this question is a 
double one; no wound is trivial insofar as con- 
sequences are concerned, but many injuries to 
the skin are trivial insofar as rapid healing and 
regeneration of the skin are concerned. 


Blisters 

Perhaps the simplest and one of the most 
common of these trivial injuries is the ordinary 
blister. Caused by repeated friction, it occurs 
commonly about the palm of the hand, the 
fingers, the sole of the foot, or the heel. The 
blister poses the question to lay person and 
doctor as to whether the proper treatment is 
to open the blister or to leave it alone. The 
basis for decision is the presence or absence of 
bacteria in the blister. If the blister is infected 
or if there is any doubt concerning it, the 
superficial layer of skin should be trimmed 
away. Usually, this is all that need be done 
but, if there is active infection already present, 
with ulceration of the deeper surface of the 
blister, warm, moist compresses, or compresses 
moistened with a 1:1,000 aqueous solution of 
Zephiran, or dry gauze with bacitracin oint- 
ment may be applied. Systemic antibiotics 
should not be administered unless the patient 
has a spreading infection with fever and evi- 
dence of lymphangitis and lymphadenitis. 


Abrasions and Brush Burns 


Violent, momentary contact with any one 
of the many elements of our environment which 
are tougher than our hides will result in the 
knocking off of some of the latter. Such trauma, 
called an “abrasion” or, if extensive, a “brush 
burn,” is apt to be more painful than danger- 
ous. The scraping of the skin is painful but 
usually enough of the elements of the skin 
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remain so that healing is reasonably prompt. 
There will, of course, be some exudation of 
serum but this is unimportant unless the area 
is quite extensive. One complication, however, 
demands thought and attention. If the abra- 
sive agent is composed of loose material, such 
as gravel or sand or some kinds of pavement, 
there may be a number of small particles of 
the material actually imbedded in the skin. 
These must be carefully removed by picking 
them out with a forceps or by gently scrubbing 
the wound with gauze and normal saline, be- 
cause this foreign material may serve to har- 
bor infection and, even if it does not do that, 
it may remain in the skin, causing permanent 
discoloration. If the injury is so violent as 
to cause actual tearing away of the skin and 
subcutaneous structures (avulsion) then the 
wound no longer is a trivial one and will, there- 
fore, not be considered in this discussion. 


Contusions 


Who is there who has not bumped his shin 
against a desk? The biack and blue swelling 
and pain of the contusion is so commonplace 
that the familiar saying of “taking one’s lumps 
without complaint” is understood by all. Most 
contusions are indeed trivial and need no atten- 
tion. In certain locations, however, damage 
to underlying structures should be suspected. 
Contusions of the head or eyes may be com- 
plicated by skull fracture, ophthalmic injury, 
or brain damage. A contusion over ribs or 
the abdomen should lead to suspicion of hemo- 
thorax, or laceration of viscera. Repetitive 
contusions resulting from minor trauma should 
suggest the need for studies of the blood, blood 
clotting, etc. Although the extravasated blood 
is usually absorbed without incident, there are 
occasions when measures should be taken to 
facilitate this process. An example is the tre- 
phining of a nail to permit escape of sub- 
ungual blood after the finger tip has been flat- 
tened by a hammer. By this means pain is 
relieved and the nail may sometimes be saved. 

Injuries to the eyes are never trivial and 
warrant the immediate attention of an ophthal- 
mologist. 
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Punctures 

Everyone knows that any pointed thing, if 
applied with adequate force, will penetrate the 
skin. It would serve little purpose to list here 
all of the various means by which human skin 
is punctured. So far as the care of the patient 
is concerned, however, the principles of treat- 
ment are always the same and there are three 
of these: (1) the local treatment of the punc- 
ture itself is unimportant; (2) possible damage 
to structures beneath the skin caused by the 
puncture must be searched for; and (3) noxious 
agents which may have been introduced by the 
puncture, and which may need treatment, must 
be considered. The most frequent antecedent 
of tetanus is a trivial puncture wound, which 
serves to introduce the spores of cl. tetani. 
A small, wooden splinter, the traditional rusty 
nail, the prick of a thorn, or the hypodermic 
needle of a drug addict are commonly impli- 
cated. Puncture wounds, therefore, constitute 
a general class of wounds in which prophy- 
lactic measures against tetanus are required. 
Fortunate is the individual who is actively im- 
munized against tetanus prior to injury. It 
seems almost superfluous to add that patients, 
who have incurred a puncture wound caused 
by any object which may have penetrated the 
skin sufficiently to cause damage to underlying 
structures, must be thoroughly examined and 
carefully observed for damage to such under- 
lying structures. 


Lacerations 


The small cut or laceration is an extremely 
common example of the trivial wound. There 
is probably no one who has not had, at some 
time, a cut on the finger from the slip of a 
knife, a cut from a broken glass, a cut on the 
face from shaving, or the like. For the most 
part, small, trivial cuts are ignored or treated 
at home by a variety of home remedies and, 
if it were not so, it is conceivable that many 
practicing doctors would have to employ assist- 
ants in order to care for these. This treatment 
by neglect or by simple, home remedies is, 
for the most part, successful because the skin 
repairs itself so well and because the skin has 
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a remarkably fine circulation. Again, however, 
there are some general principles to be fol- 
lowed. Whenever there is a laceration, damage 
to underlying structures must be considered 
and searched for, by the appropriate means. It 
is also to be recognized that the proper cleans- 
ing of such a wound and the proper approxi- 
mation of the tissues by suture will lead to 
more rapid healing, with less scarring, than 
will simpler means of treatment. In cleansing 
lacerations, as in other wounds, it is well to bear 
in mind that strong, chemical agents, such as 
tincture of iodine, should not be used, as strong 
agents are likely to damage the delicate sub- 
cutaneous tissues, or even the skin itself, as 
much or more than these chemicals damage 
bacteria. Mechanical cleansing is one of the 
most satisfactory ways of preventing infection. 
This means scrubbing or irrigating the wound 
with such substances as normal saline, soap 
and water, or aqueous solution of Zephiran. 
Crushed or otherwise devitalized tags and 
shreds of skin should be removed before the 
laceration is sutured. Careful approximation 
with simple sutures will lead to the best cos- 
metic result. When a laceration is sutured, it 
is well to remember that an open wound is 
thus converted into a closed wound, making 
anaerobic growth possible. Therefore, a pa- 
tient who has a laceration closed by suture, in 
which there is a possibility of contamination by 
cl. tetani, should be considered a candidate 
for tetanus prophylaxis. 

This is an age of “do-it-yourself,” which 
means that many people have power tools 
which are capable of inflicting both small and 
devastating injuries. Power saw injuries to the 
hands and fingers should not be considered as 
trivial wounds. These are serious injuries in 
that any crippling of the hand may cripple the 
individual’s ability to earn a living. By special 
skills and technics it is possible, often, to pre- 
serve much useful tissue and, therefore, func- 
tion. 


Tetanus 


The subject of the prevention of tetanus 
deserves additional consideration. This dread 


and highly fatal complication of trivial wounds 
can be completely prevented by active immu- 
nization of individuals, but this active immu- 
nization must be completed before the individ- 
ual incurs the injury. The outstanding success 
of our armed forces during World War II is 
worth remembering. As all veterans will re- 
call, immunization against tetanus was a part 
of the routine series of inoculations and vacci- 
nations carried out on induction. This can be 
done quite safely in children or in adults, as 
only a very exceptional individual is sensitive 
to tetanus toxoid. Immunizing doses of 0.5 ml. 
tetanus toxoid given at intervals of four weeks, 
for a series of three such injections, will pro- 
duce a lasting immunity. It is known that the 
immunity from such an inoculation lasts ten 
or more years but it is probably advisable to 
administer booster doses, at intervals of five 
years after the preliminary course of injections. 
Under such circumstances, when an individual 
is injured it is only necessary to administer a 
booster dose of 0.5 ml. of tetanus toxoid. Such 
a booster dose will, within a few days, stimu- 
late a marked rise in the antitoxin titer in the 
serum of the individual. In most communities 
where there is an active Public Health pro- 
gram, the children are immunized against 
tetanus at the same time as they are immunized 
against diphtheria and whooping cough. As a 
result, probably the majority of the children 
born since 1950 in this nation have been so 
immunized. This group, together with all of 
the men and women who have served in the 
armed forces since 1940, constitutes a sizeable 
fraction of our total population. Nevertheless, 
the majority of our citizens have not yet 
availed themselves of this splendid and life- 
saving prophylaxis. It is hoped that every 
practicing physician will urge his patients to 
accept active immunization against tetanus. 
So that no misunderstanding will occur, the 
statement is repeated that a booster dose of 
tetanus toxoid constitutes adequate prophy- 
laxis against tetanus at the time that injury is 
incurred only if the individual has previously 
received a complete immunizing course of 
tetanus toxoid. For those individuals who have 
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not been previously immunized the physician 
is obligated to use tetanus antitoxin. Since 
tetanus antitoxin is prepared in horse serum, 
or bovine serum, both of which constitute 
foreign proteins, the use of this material carries 
with it the serious hazards and disadvantages 
resulting from the use of foreign protein. Fol- 
lowing the administration of tetanus antitoxin 
in horse serum to a hypersensitive individual, 
anaphylactic reaction followed by death some- 
times occurs. Other complications include 
serum sickness, urticaria, laryngeal edema, and 
encephalitis. It is incumbent, therefore, upon 
the physician administering tetanus antitoxin 
carefully to do the following things: (1) make 
certain that the wound under treatment is one 
in which spores may have been deposited and, 
further, that the wound is one in which anaero- 
bic growth will be possible, (2) the patient 
should be carefully questioned as to allergy or 
sensitivity to foods or drugs and should be 
asked whether or not he has ever received 
antitoxin before, and (3) sensitivity testing 
should be carefully carried out, preferably both 
with a drop of dilute serum (1:10) in the con- 
junctival sac and a small intradermal injection 
of dilute serum. Drugs and equipment which 
are necessary for the treatment of severe re- 
actions should be available, including adz2na- 


lin, hydrocortisone, oxygen, and the equipment . 


for intratracheal intubation. 

It has become increasingly apparent that 
the customary dose of 1500 units of tetanus 
antitoxin does not constitute adequate prophy- 
laxis if there has really been an inoculation of 
tetanus spores or bacilli into the wound. When 
a physician has carefully determined in his own 
mind that the wound under treatment is one 
which demands prophylactic measures against 
tetanus, and if the individual has not been 
previously immunized, then a larger dose of 
tetanus antitoxin should be given. 4500 to 
6000 uniis will afford protection for several 
weeks, whereas the protection afforded by 
1500 units is not great and begins to disappear 
after a week. If the individual is sensitive to 
horse serum, then one may try out the sensi- 
tivity to bovine serum, as tetanus antitoxin in 
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bovine serum is readily available. Should the 
patient be sensitive to both of these and should 
the need for passive immunization be great, a 
search should be made for a human donor who 
has previously and recently received a booster 
dose. A transfusion of blood or serum from 
this individual will contain a high titer of 
tetanus antitoxin. Numerous authors have 
called attention to the value of antibiotic agents 
in tetanus prophylaxis and it is probable that 
wide-spectrum antibiotics and penicillin in large 
doses are quite effective against the growth and 
development of the tetanus bacillus. These 
agents have, however, no effect at all on tetanus 
toxin and, therefore, to be effective must be 
administered as soon as the wound is incurred 
in the hope that the growth of the bacilli will 
be prevented and thus the formation of toxin 
inhibited. 

Many articles and editorials have appeared 
in scientific journals lately, emphasizing the 
hazards of the unnecessary use of antibiotic 
agents. A middle-aged patient recently came 
to the emergency room of a large, city hospital, 
a few minutes after cutting a very small piece 
off the tip of his ring finger with a power saw. 
It is quite likely that this patient, in a previous, 
less enlightened era, would not have sought 
treatment for this relatively trivial injury. In 
the emergency room, his injury was carefully 
examined and considered; the surgeons felt, 
quite properly, that restoration would best be 
achieved by transplanting a small graft of skin 
from the abdomen to the tip of the finger. He 
was carefully questioned before treatment and 
denied ever having had tetanus antitoxin before 
but said that he had had penicillin once for a 
respiratory infection. As part of the routine in 
the treatment of this fingertip injury, he was 
tested for sensitivity to horse serum and he 
was not sensitive (negative skin test). He was, 
therefore, given a dose of tetanus antitoxin and 
shortly thereafter given an injection of peni- 
cillin, because of the prospective skin-grafting 
procedure. Within a minute or two he com- 
plained of feeling ill and, despite all measures 
that could be carried out to aid the patient, 
he was dead within three minutes. It could 
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not be determined whether he was hypersen- 
sitive to the horse serum or to the penicillin, 
but the point of this illustration is clear: 
prophylactic measures, which may be as dan- 
gerous or more dangerous than the injury, 
should be used only when the stake warrants 
the gamble. The use of antibiotic agents in 


In conclusion, it would seem to be sound 
judgment to: 

®@ consider all trivial injuries carefully, 

@ constantly bear in mind the possibility of 
damage to deeper structures, 

@ remember that the individual presenting 
the trivial injury may have some basic under- 
lying disease which may be masked by the 
injury, 


Conclusion 


the routine treatment of trivial wounds is un- 
necessary. Their use should be restricted to 
such wounds as become complicated by dan- 
gerous, spreading infections. These will be few 
in number if, in the treatment of trivial wounds, 
good judgment and attention to detail are 
employed. 


@ use good judgment in balancing the haz- 
ards of the consequences of the injury and the 
consequences of the therapy so that such agents 
as tetanus antitoxin and antibiotics are not 
used indiscriminately, and 

@ urge all unimmunized individuals to 
accept a course of immunizing injections of 
tetanus toxoid. 
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- ag dressing of a clean incisional 
wound is usually a simple matter. A layer of 
fine mesh gauze is placed over the suture line 
to reduce adherence to both sutures and wound, 
and coarser sterile gauze is placed on top of 
this for absorption of exudates. In this way, 
the healing wound is protected from injury, 
contamination and the macerating effects of 
accumulated sero-sanguineous fluid. 

The care of an open wound, however, such 
as a burn, ulcer or abrasion, is a much more 
complicated problem. The characteristics of 
a simple wound are exaggerated in such cases 
in regard to size, amount of sero-sanguineous 
discharge and extent of epithelialization re- 
quired for healing. Yet the dressing must still 
protect the wound from trauma, infection and 
maceration, any of which may retard epithelial 
proliferation from the margins or from islands 
of skin or epidermal adnexal structures. In ex- 
treme cases trauma, infection or maceration 
can destroy the very sources of epithelial 
growth, making further surgery necessary. 


Method of Study 


In order to determine the relative value of 
dressings on open wounds, a reliable quantita- 
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tive method of evaluation was sought. Two 
dressings to be compared were placed on each 
half of a donor site from which a split thick- 
ness graft had been taken. In this way, the 
variables found in separate wounds and differ- 
ent patients were eliminated. In addition, fifty 
cases were examined in each study to give 
statistical reliability to the results. On the third 
postoperative day the dressings were changed 
down to the layer under study and removed 
in their entirety at the end of fourteen days 
at which time the wound was photographed. 
The color transparency was then projected and 
the total area of the wound covered by the 
dressing and the area of epithelialization were 
measured. This was accomplished by cutting- 
out and weighing the areas projected on draw- 
ing board or by direct measurement using a 
rolling-disc planimeter. In this way, the degree 
of healing (epithelialization) could be ex- 
pressed in percent for each type of dressing. 
In these studies the criterion of a good dress- 
ing was the healing of the wound beneath it. 

Six different types of dressings have been 


From The Department of Surgery (Plastic Surgery) 
Medical College of South Carolina. 
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RAYON (Fine mesh Owens Surgical gauze) 


84 % Nitrofurazone Impregnated 


GAUZE ROLL (Muslin) 
68% Nitrofurazone Impregnated 


MYLAR (Perforated Plastic) 
48% Nitrofurazone Impregnated Backing 


GAUZE ROLL (Muslin) 
36% Petrolatum Impregnated 


BARON’S #3 
32% Nitrofurazone Impregnated 


RAYON MESH KNIT 
32% Nitrofurazone Impregnated 


A comparison of the healing beneath six different dressings each on fifty donor sites. Ex- 
pressed in per cent of cases having over 95% epithelialization at the end of two weeks. 


evaluated by this quantitative method and the 
results are shown in the Table. 


Evaluation 


The first two dressings compared consisted 
of ordinary gauze bandage roll (unbleached 
muslin with a weave of 44 x 36) impregnated 
with (1) nitrofurazone* in a water-soluble base 
and (2) with petrolatum®. Although of a rela- 
tively fine mesh, this weave was sufficiently 
coarse to permit ingrowth of capillaries and 
epithelial buds. As a result, there was some 
adherence of the delicate superficial epithelial 
layer to the dressing after fourteen days. The 
bactericidal property of nitrofurazone reduced 
the incidence of infection and the water soluble 
base permitted excellent drainage. These two 
properties account for its definite superiority 
over the petrolatum impregnated gauze which 
frequently served as a barrier to good drainage 


* Furacin Soluble Dressing, Eaton Laboratories. Norwich, 
New York. 


resulting in maceration and, in some cases, in- 
fection with anaerobic organisms. 

The second study* undertaken was a com- 
parison of Owens surgical gauze, a very fine 
mesh rayon with a weave of 114 x 114, anda 
very thin plastic sheet of mylar having multiple 
small perforations. Nitrofurazone was used in 
both cases to reduce the incidence of infection 
which becomes a real hazard to the healing 
of donor sites in a hot, humid climate. There 
was minimal adherence of the superficial epi- 
thelium to either dressing. Drainage was ex- 
cellent through the fine mesh rayon and the 
interstices of the weave were too small to per- 
mit ingrowth of capillaries and epithelium. 
Drainage through the perforated plastic film 
was inadequate, resulting in accumulation of 
blood in some cases and severe maceration in 
others. The fine mesh rayon (Owens surgical 
dressing) impregnated with nitrofurazone in 
a water soluble base proved to be by far the 
most effective of the six dressings described 
in regard to epithelialization of the wound. 
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The last study carried out consisted of a 
comparison of two rather thick dressings im- 
pregnated with nitrofurazone in a water soluble 
base. One of them, Baron’s dressing #3, is 
manufactured of four kinds of cellulose thread 
in multiple inter-woven layers and the other 
is a rayon knit cloth (Norwich Mills). Both 
these dressings absorbed a significant quantity 
of the sero-sanguineous exudate into their in- 
terstices. The first dressing then either became 
dry, stiff and adherent, making motion painful, 
or became a culture medium for bacteria, neces- 
sitating its removal. The same problems af- 
fected the second dressing to a lesser extent 
but, in addition, there was a tendency for it 
to form folds and ridges (Table I). 

As a result of these studies, it appears that 
the most effective dressing for a clean open 
wound should be of a very fine mesh, allowing 
adequate drainage of the sero-sanguineous exu- 
date through its interstices, but not permitting 
entrance of the developing capillary buds and 
epithelium. Impregnation with a long-acting 
bactericidal agent in a water soluble base 
is effective in reducing infection. The accumu- 
lated sero-sanguineous discharge can be re- 
moved with the outer bulky dressing after sev- 
eral days, and a fresh outer dressing reapplied. 
In addition, the bactericidal agent can be re- 
applied at this time as it too, in large measure, 
is carried off by capillary action into the outer 
dressings. 

In the case of an infected open wound re- 
peated compresses and dressing changes are ef- 
fective. In wounds of limited size this can be 
carried out very well on an out-patient basis. 
The patient is instructed to soak the wound in 
warm water or with wet towels for fifteen 
to twenty mirutes, three time daily. Fol- 
lowing this the wound is dried and either 
rayon or other fine mesh cloth applied, 
preferrably impregnated with a water soluble 
ointment to reduce adherence. All dressings and 
compress materials can be boiled between 
changes. This is much more effective and 


preferable to office visits every few days and 
would prevent pyogenic infection and extensive 
maceration. 
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Discussion 

The healing of an open wound is a three- 
dimensional process including epidermis, dermis 
and subcutaneous tissues.* The skin itself, of 
course, consists of epithelium and dermis. The 
epithelial layer, in turn, is divided into: (a) a 
cornifed epithelial layer, (b) a prickle cell 
layer and (c) a basal or germinal cell layer. 

The dermis interlocks with the epithelium by 
papillary projections and provides nourishment 
through the blood vessels and lymphatics. Be- 
neath this layer are the subcutaneous tissues 
which also contain skin adnexal structures of 
epithelial origin, such as sweat and sebaceous 
glands and hair follicles. 

In this study the split thickness graft donor 
sites were of varying depth, some extending 
well into the dermal papillae. In such a wound, 
as in a second degree burn, healing occurs both 
from the margins and from the central islands 
of epithelial cells. 

In a wound with full thickness skin destruc- 
tion, on the other hand, all epithelial regenera- 
tion must be derived from the margins. Here 
the epithelial cells become amoeboid and begin 
to creep out in a sheet.’ The migrating cells do 
not undergo mitosis until the wound is covered 
and they have become stationary. Thus, with a 
limited supply of epithelial cells at the wound 
margins, epithelialization can occur at a rapid 
rate only as long as the supply of migrating 
cells is not exhausted. 

When this occurs, the healing process must 
await mitosis to form a new supply of cells. 
As the epithelial cells migrate over the clean 
wound bed of granulating tissue, the topmost 
layer dries out or cornifies to protect the under- 
lying cells. 

In order for a dressing to complement the 
natural healing processes of a wound, it should 
be characterized as follows: 

@ NON-ADHERENT. The material should be 
of sufficiently fine mesh to prevent ingrowth of 
epithelium or capillary buds. In this way the 
healing tissues are not stripped off with each 
dressing change. 

@ PERMEABLE. The sero-sanguineous wound 
exudate must be allowed to escape readily into 
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the copious outer dressings. Retention of fluid 
results in maceration and enhances the oppor- 
tunities for infection. 

@ INERT. The dressing itself must not in- 
hibit epithelial proliferation by a direct suppres- 
sant effect. 

@ BACTERICIDAL. Since infection is one of 


the great hazards of wound healing because of 
the effect of lytic enzymes on the regenerating 
epithelium, it is advisable to incorporate a 
bactericidal agent. 

@ INEXPENSIVE AND READILY AVAILABLE. 
Dressings should be readily obtainable and sim- 
ple to prepare. 


Summary 


A method of quantitative evaluation of a 
dressing by the extent of epithelialization of the 
underlying wound is described and the compari- 
son of several dressings recorded. 

The function of a dressing should be com- 


plementary to the natural healing processes. 

In our study a very fine mesh rayon im- 
pregnated with nitrofurazone in a water-solu- 
ble base was found to be the most successful 
dressing. 
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roe regional anesthesia is 
generally accepted as the safest method of 
providing analgesia, an air of complacency 
regarding its use must be avoided. In general 
practice, the physician has occasion to employ 
techniques of local infiltration, topical applica- 
tion, and specific nerve blocks in producing 
anesthesia for various diagnostic and thera- 
peutic procedures. For this reason, he should 
be well informed concerning not only the ad- 
vantages of regional analgesia but the potential 
hazards which exist. 

It is not the purpose of this paper to dis- 
credit in any manner the valuable benefits 
offered by this method of anesthesia. Its true 
purpose is to emphasize the importance of 
knowing and exercising the fundamental prin- 
ciples of regional analgesia upon which safety 
and effectiveness are based. 

In order to obtain the best results from the 
use of regional analgesia, an important factor 
is that of patient cooperation. Careful explan- 
ation of the procedure and gentleness of manip- 
ulation in palpating landmarks and in securing 
paresthesias where necessary will contribute 
much to the success of the anesthetic. It is 
advisable always to visit the patient on the 
day preceding the anesthetic procedure so that 
rapport may be established, anxiety may be 
allayed, and the need for premedicant drugs 
can be evaluated. Light sedation with bar- 
biturates can be employed to advantage in 
suppressing anxiety but care must be taken to 
avoid interference with the cooperative aspects 
on the part of the patient. Heavy premedica- 
tion is to be avoided in most cases. 

After the actual production of anesthesia is 
begun, the following considerations become 
vitally important in assuring safety for the 
patient as well as effectiveness of anesthesia: 

@ The physician must be cognizant of the 
fact that hazards do exist in this type of anes- 
thesia and may become manifest at any time. 
The complications associated with the pharma- 
cologic properties of the drug must be con- 
sidered. These may be related to allergic 
phenomena, or to overdosage. It is impera- 
tive, therefore, that the pharmacology of the 
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drug is known, particularly as related to the 
maximum safe concentration and dosage of a 
given compound which can be employed. 

@ In obtaining the analgesia required with- 
out exceeding the safety margin in dosage, one 
should possess a thorough knowledge of the 
anatomical disposition of nerves supplying the 
area to be anesthetized. In the performance 
of specific nerve blocks, the anatomic relation- 
ships of neurovascular and visceral structures 
deserve special consideration. Although it is 
beyond the scope of this paper to describe in 
detail the techniques and complications of such 
procedures as brachial or cervical plexus block, 
it should be mentioned that further hazards 
exist in these methods of anesthesia. In addi- 
tion to complications of pharmacologic nature, 
these analgesic blocks may be associated with 
severe physiologic alterations as a result of 
technical errors in needle placement. 

@ Resuscitation equipment and drugs must 
be available for immediate use in case of emer- 
gency. Included in this set-up are oxygen 
therapy equipment, suction equipment, oral 
and nasal airways, laryngoscope, and endo- 


The authors express their appreciation to Dr. Thomas 
T. Jones for his suggestions as to the context of this paper. 
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FIGURE | ‘Resuscitation 
Cart’ containing the 
equipment and drugs es- 
sential to the manage- 
ment of respiratory and 
cardiovascular emergen- 
cies. 


tracheal tubes. Vasopressor drugs, ultra-short 
acting barbiturates, and cardiac drugs should 
also be available. A photograph of a con- 
venient resuscitation cart which contains the 
essential items is presented in Figure 1. 

The complications which may occur during 
regional anesthesia which make the resuscita- 
tion equipment necessary, may be classified as 
(1) allergic, in which drug sensitivity is the 
precipitating factor, or (2) toxic in which over- 
dosage with the anesthetic drug has occurred. 

Allergic phenomena, with the exception of 
true anaphylactic shock, are generally prob- 
lems of discomfort rather than matters of life 
or death. The signs which are characteristic of 
drug sensitivity include the following: 

A - Urticarial wheals and flush at and around 

the site of injection 

B - Intense itching 

C - Angioneurotic edema 

D - Hypotension of varying degrees 

E - Attacks of bronchial asthma 

F - Peripheral circulatory collapse which 

characterizes true anaphylactic shock 

These responses may occur singly or col- 
lectively and may follow the use of even 
minute quantities of local anesthetic drugs. In 
cases where a previous history of sensitivity to 
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local anesthetics is obtained, one should pro- 
ceed with caution in their use. Although the 
value of skin testing is questionable according 
to a number of experienced regional anesthe- 
tists, perhaps in those cases where severe sen- 
sitivity has been claimed such tests should be 
utilized. Other workers in this field have 
avoided the use of regional anesthesia for 
medico-legal reasons when a history of severe 
allergy is obtained. 

In treatment of this type of drug reaction, 
subcutaneous injection of 0.25 to 0.5 cc. of 
1: 1000 epinephrine is indicated. Antihistaminic 
preparations may be administered intraven- 
ously with benefit. More dramatic therapy is 
required if anaphylactic shocks occurs and it 
is necessary to institute measures for support- 
ing the cardiovascular and respiratory systems. 
These measures will be described in the therapy 
of complications resulting from drug over- 
dosage. 

The most distressing toxic response and the 
one which requires dramatic and immediate 
therapy to preserve life is that associated with 
overdosage with local anesthetics. Allergic 
manifestations may be associated with the clin- 
ical picture but the major signs of this compli- 
cation are those involving central nervous sys- 
tem stimulation. The complex of neurologic 
signs and symptoms appears as a result of 
excessive blood levels of anesthetic drug and 
occurs with rapidity according to the rate of 
absorption from the site of anesthetic applica- 
tion. Immediate onset of the most severe 
signs results following intravascular injection 
of excessive quantities of these drugs. For this 
reason, accidental entry into blood vessels with 
the needle used for injection of local anesthetics 
must be avoided. Aspiration for detection of 
blood should precede any injection. By the 
same token, the danger of rapid absorption of 
local anesthetics exists during topical applica- 
tion of large quantities of these compounds in 
highly vascular areas such as the upper res- 
piratory tract. 

The neurologic features of a toxic reaction 
cover a wide range of symptoms and signs and 
as mentioned previously, the significance of 
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these signs appears to be associated with the 
level of anesthetic drug present in the blood 
at any one time. Moore" states that a group 
of early signs appearing in cases of drug over- 
dosage seem rather constant and ‘important as 
criteria for diagnosis and treatment. Symptoms 
including complaints of a metallic taste, dizzi- 
ness, blurring of vision and roaring in the ears 
have been most prominent in his experience. 
Other symptoms and signs appearing early may 
range from simple restlessness to outright bel- 
ligerence and complete disorientation. These 
may warn the physician of possible pro- 
gression of the toxic reaction to more severe 
neurologic changes such as unconsciousness, 
convulsions, cardiovascular collapse and res- 
piratory failure. These signs may also appear 
without warning. 

Although it is important to remember that 
one cannot predict the exact quantity of drug 
which might constitute overdosage in a given 
patient, certain dosage ranges and concentra- 
tions have been determined as effective and 
generally safe for the average adult. In children 
and in debilitated patients, one should diminish 
the dosage accordingly. A number of these 
values applicable to the local anesthetic drugs 
in common usage are presented in Table I. 
From the preceding remarks, one can readily 
understand the necessity for strict adherence 
to the fundamental principles of regional anes- 
thesia if maximum safety is to be assured. 

The therapy of severe toxic reactions is 
directed primarily toward the support of cardio- 
vascular and respiratory homeostasis and re- 
quires the availability, intelligent, and method- 
ical use of the following items: 

@ Oxygen therapy equipment should include 
an oxygen cylinder, pressure regulating device, 
mask and rebreathing bag. Respiratory de- 
pression or apnea can be treated adequately 
by application of the mask to the patient’s face 
and alternately compressing and releasing the 
oxygen-filled bag. This procedure, of course, 


1. Moore, Daniel C.: Complications of Regional Anes- 
thesia, Springfield, Illinois. Charles C. Thomas Company, 
1957. 
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TABLE I* 


USEFUL AND MAXIMAL CONCENTRATIONS OF CERTAIN REGIONAL ANALGESIC DRUGS 


EMPLOYED FOR TOPICAL AND INFILTRATION ANESTHESIATt 


DRUG METHOD OF USE 


COCAINE HCL Topical 


PROCAINE HCL Local Infiltration 


Nerve Block 


LIDOCAINE HCL Local Infiltration 
Topical 


Nerve Block 


TETRACAINE HCL Local Infiltration 
Topical 


Nerve Block 


DIBUCAINE HCL Local Infiltration 
Topical 


Nerve Block 


PIPEROCAINE HCL Local Infiltration 
Topical 


Nerve Block 


*Based on data published by Bonica.’ 


% CONCENTRATION USED 


MAXIMUM SAFE DOSAGE 
cc. Volume Total Mgms. Mgm./Kg. 
4 5 200 3 
10 2 200 


200-100 1000 
50 1000 


150-75 750 
10 100 
50-37 5 750 


200-100 100 
4-2 40 
70-50 100 


150 40 
4 20 
40 40 


200 1000 
6 200-250 
50 1000 


t Dosages are for average (70-80 Kg.) adults. In 


children and debilitated patients doses must be decreased according to age, size and condition. 


must be associated with initial provision for an 
unobstructed airway. The use of oral and nasal 
airways, suctioning of secretions and proper 
support of the chin are of utmost importance in 
this respect. Laryngoscopy and endotracheal 
intubation may become necessary if laryngo- 
spasm or bronchospasm occurs. Tracheotomy 
equipment should always be available in the 
event of unmanageable upper airway obstruc- 
tion. 

@ Drugs which serve to combat hypotension 
and cardiac failure must be available for imme- 
diate use. WVasopressors such as ephedrine, 
phenylephrine, methoxamine and/or d-desoxy- 
ephedrine provide a means of supporting the 
circulation until the anesthetic toxicity reaction 
subsides. Intravenous administration of small 
doses of these compounds is preferable over 
other routes of administration since one cannot 
rely upon rapid action of the drug if absorp- 
tion must occur from tissue spaces. 
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The use of ultra-short acting barbiturates 
such as thiopental or thiamylal is restricted to 
patients in whom severe anxiety or frank con- 
vulsions are apparent. Usually the intravenous 
injection of fifty to one hundred mgms. of 
either drug will provide control over these 
complications. In the absence of these signs 
of severe central nervous system stimulation, 
barbiturates are not indicated and may prove 
to be additional hazards. 

An interesting feature of one local anesthetic 
compound is the degree of somnolence ob- 
served in patients who have received Lidocaine 
HCl. One might anticipate in this regard that 
marked somnolence occurring after Lidocaine 
has been administered may constitute an early 
sign of overdosage and warn the physician of 
progressive neurologic sequelae. 


2. Bonica, John J.: The Management of Pain, Philadel- 
phia. Lea and Febiger Company, 1953. 
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The psychogenic ‘fainting spell’ is a rather 
frequent complication associated with regional 
anesthesia in patients who are apprehensive and 
strongly emotional. Placing the patient’s head 
at a level lower than the feet will prove suffi- 
cient therapy in these cases. It is important, 
however, to check the vital signs immediately 
in order to rule out organic response to the 
drug. 

Epinephrine is used frequently to prolong 


A general discussion of the fundamental 
principles to be considered in the performance 
of all types of regional anesthesia has been 
presented. Special emphasis has been placed 
on prevention and therapy of certain compli- 


Summary 


regional anesthesia in an area by diminishing 
the absorption rate. Occasionally, excitement, 
tremors and hypertension may occur as a result 
of the use of this drug and these signs may be 
severe enough to warrant therapy. Treatment 
of this complication consists of sedative meas- 
ures and barbiturate administration as de- 
scribed previously generally suffices for this 
purpose. Oxygen inhalation is also helpful in 
therapy of these complications. 


cations which may arise as a result of the use 
of local anesthetic drugs or of errors in 
technique. 

Department of Surgery 
Duke University 
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; term leukemoid reaction was 
introduced by Krumbahr' to indicate a leuko- 
cyte reaction resembling leukemia. Definitions 
vary but Hill and Duncan? limit the term to 
those patients showing a leukocytosis exceed- 
ing 50,000/cu. mm., or having immature cells 
in the peripheral blood of the “blast” form. 
Our experience would indicate that the fre- 
quency of the leukemoid reaction is greater 
than some suggest® and that the above strict 
definition excludes many patients in whom the 
differentiation from leukemia is a problem. An 
increasing number of anti-leukemic drugs are 
now available and the use of these agents in 
critically ill patients without leukemia is ob- 
viously contraindicated. Moreover, the advent 
of antimicrobial therapy has made it possible 
to cure many of the underlying infectious 
causes of the leukemoid reaction. If the physi- 
cian focuses only on the elevated peripheral 
white count, the correct diagnosis of the pri- 
mary disorder may be delayed until the efficacy 
of antibiotics or other forms of definitive treat- 
ment has been lost. Hence, it seems well to 
re-examine our experiences with leukocytic 
responses resembling leukemia and to illustrate 
some of the problems in differential diagnosis 
which they introduce. 


Incidence and Manifestations 


Since a leukemoid reaction is not a codable 
discharge diagnosis, its true incidence as related 
to all hospital discharges is not available. Some 
estimate of its importance was gained, however, 
by examining the files of our medicine depart- 
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ment hematology subsection at the Oklahoma 
University Medical Center. During a three- 
year period ending June 30, 1957, twenty-six 
patients were seen who fulfilled the strict defi- 
nition given above. During the same period 
127 new cases of leukemia were seen and the 
diagnosis firmly established. This ratio of 
approximately one to five is higher than one 
would infer from reading standard texts. 
Ten of the patients seen during this period 
had pertussis and a leukemoid reaction and 
were excluded from consideration since they 
form a part of another report.* The remaining 
sixteen patients who exhibited a leukemoid 
reaction are presented in Table I. In each 
instance the true nature of the elevated 
leukocyte count was established by a sustained 
recovery, or by histological examination of 
marrow or other biopsy material, or by 
necropsy. It can be noted in the Table that 
no age group was immune. The reaction was 
associated with a malignancy in five patients; 
it accompanied a bacterial infection in eight 
patients; and miscellaneous conditions in three. 
It was of interest that fifteen of the 16 patients 
showed a myeloid reaction and one had an 
eosinophilic type of response. Ten grams 
percent hemoglobin or less was arbitrarily used 
to make a diagnosis of anemia. By this criterion 
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Leukemoid Reaction 


half of the patients were anemic. The average 
admission hemoglobin of the entire group 
was 9.7 gm.% with a range of 3.5 gm.% to 
14.5 gm.%. The severity of the anemia was 
apparently dependent on the underlying condi- 
tion and occasionally was as severe as that 
seen in association with a leukemic process. 
Bone marrow aspirations were performed on 
six of the sixteen patients; four were reported 
as normal; one had increased myeloid ele- 
ments; and one increased eosinophiles. 

Although the diagnosis of leukemia was 
strongly considered in six of the cases in this 
series, it was excluded in all of them: in two 
by bone marrow and postmortem examination, 
in two by rapid and sustained recovery, in 
one by bone marrow examination and rapid 
recovery, and the last by microscopic examin- 
ation of splenic and lymph node tissue 
obtained at surgery. 


Difficulties in Differential Diagnosis 
During the three year period of the above 
study, approximately thirty additional patients 
were seen who presented just as difficult a 
problem in differentiating a leukemoid reaction 
from leukemia. The majority of these patients 
had leukocyte counts from 40,000/cu. mm. 
to 49,000/cu. mm. and were not included 
because the height of their leukocyte count 
did not meet the strict criteria of the above 
study. Other patients with obvious carcinoma 
whose leukocyte counts were greater than 
50,000/cu. mm. were discarded because autop- 
sies Were not obtained to rule out coexistent 
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leukemia. Certain of these later patients, as 
well as those tabulated in Table I, will be 
presented in some detail in order to illustrate 
the difficulties in differential diagnosis. 


© CasE W. W.: The patient, a 71-year- 
old white man, was referred to the University 
of Okiahoma Hospital with a diagnosis of 
chronic myelogenous leukemia. He had had 
an inguinal hernia for thirty years and com- 
plained of swelling in his scrotum for the 
past seven months. In preparation for a 
herniorrhaphy at another hospital, the patient 
was found to be anemic and to have a white 
blood count of 100,000/cu. mm. He was 
transfused and referred to this hospital. 
Physical examination revealed an emaciated 
white man with obvious evidence of weight 
loss. There was generalized lymphadenopathy, 
the spleen was 14 cm. below the left costal 
margin, and the liver was 4 cm. below the 
right costal margin. A right inguinal hernia 
was present and there was a 10 x 10 x 12 
cm. mass in the right scrotum. Admission 
laboratory data showed a hemoglobin of 10.7 
gm.% and a white blood count of 64,000/ 
cu. mm. with 90% neutrophiles. The diag- 
nosis of the ward physician was chronic 
myelogenous leukemia and a tumor of un- 
determined type in the right scrotum. A bone 
marrow aspiration was hypercellular and not 
diagnostic. The ward physician wished to treat 
the patient for leukemia but the hematological 
consultant felt that this could be a leukemoid 
reaction and that the mass in the scrotum 
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should be investigated before any antileukemic 
treatment was instituted. On the eighteenth 
hospital day, when the patient was taken 
to surgery, the white blood count was 95,000/ 
cu. mm. with 94% neutrophiles. At surgery 
a large liposarcoma was removed from the 
scrotum. Two days after surgery the leukocyte 
count was normal and it was again normal 
three months after discharge. The patient died 
at home one year later of his liposarcoma 
and no necropsy was obtained. 

Comment: It is impossible to say whether 
this patient had chronic myelogenous leukemia 
with a spontaneous remission’ following his 
surgery or a leukemoid reaction secondary to 
the liposarcoma. Hence, he was not included 
among the sixteen patients tabulated in Table 
I. The generalized lymphadenopathy, hepatos- 
plenomegaly, anemia, elevated white blood 
count, and hypercellular bone marrow were 
compatible with chronic myelogenous leuke- 
mia. The rapid and sustained return to normal 
of his leukocyte count following surgery was 
against a diagnosis of coexisting leukemia, 
and certainly pointed out the wisdom of with- 
holding antileukemic therapy. 


@ Case T. N.: (Case 12, Table 1) This 6- 
year-old white boy had a one week history 
of fever, mild cough, easy bruising, and head- 
ache. A white blood count done by his family 
physician was 104,000/cu. mm., predomin- 
antly neutrophiles. The patient was referred 
to the University of Oklahoma Hospital with 
a diagnosis of leukemia or a leukemoid re- 
action secondary to an infection. Physical 
examination revealed an oral temperature of 
103 degrees F. The patient was lethargic, 
there were ecchymotic areas over his extrem- 
ities, and dullness to percussion over both 
lung bases. The white blood count was still 
markedly elevated, the hemoglobin was normal, 
and platelets were adequate in number. An 
x-ray of the chest revealed bilateral broncho- 
pneumonia with total consolidation of the 
left lower lobe. It was felt that the patient's 
basic problem was a bacterial pneumonia and 
he was treated with antibiotics. His tempera- 
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ture and peripheral leukocytosis promptly re- 
turned to normal with the clearing of the 
pneumonia. When the patient was seen six 
months after discharge, he was well and his 
white count normal. 

Comment: The patient’s elevated white blood 
count and ecchymoses were compatible with 
leukemia; however, the normal hemoglobin, 
adequate number of platelets, and the absence 
of blast forms in the peripheral blood made 
this diagnosis unlikely. The prompt response 
to antibiotics and continued good health also 
support a leukemoid reaction although leukemic 
remissions following infections have been 
reported.® 


© Case N. N.: The patient, a 68-year-old 
white man, had been well until three months 
prior to admission to the Oklahoma Univer- 
sity Hospital. At that time he developed weak- 
ness, a feeling of abdominal fullness, and 
left upper quadrant pain. He was seen by his 
family physician who found that his spleen 
was markedly enlarged, he was anemic, and 
his peripheral blood contained many imma- 
ture leukocytes. A diagnosis of chronic granu- 
locytic leukemia was made and he was given 
multiple transfusions and 6-mercaptopurine. 
After six weeks on this medication there was 
no change in the patient’s peripheral blood 
picture and he was consequently referred to 
this hospital. Physical examination revealed 
a pale man with new and old ecchymotic 
areas over his body. Axillary lymph nodes 
were enlarged, the spleen extended 18 cm. 
below the left costal margin, and the liver 
was palpable 4 cm. below the right costal 
margin. The hemoglobin on admission was 
9.5 gm.%, there were nucleated red blood 
cells in the peripheral blood, and the leuko- 
cyte count was 13,350/cu. mm. with a marked 
shift to the left down to 2% myeloblasts. 
The initial diagnosis of leukemia was ques- 
tioned when two attempts at needle aspiration 
of the bone marrow were unsatisfactory. A 
surgical biopsy of the bone marrow was ob- 
tained which showed myelosclerosis. The ane- 
mia became a life threatening problem and on 
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TABLE Il 
LEUKEMOID REACTION: 


-.1) Immature and mature leukocytes show normal 
morphology. 


2) Blast forms may be present, but usually are under 
ten percent. 


3) The immature red blood cells are often increased 
in proportion to the leukocyte immaturity. 


4) Platelets usually are normal or increased but may 
be decreased. 


The severity of the anemia varies. 


COMPARISON OF THE PERIPHERAL BLOOD IN LEUKEMIA AND LEUKEMOID REACTIONS 


LEUKEMIA: 


1) Leukocytes are atypical, particularly the immature 
ones. 


2) Blast forms may be numerous. 


3) Immature red blood cells rarely increase in pro- 
portion to the leukocyte immaturity. 


4) Platelets are decreased but may be increased in 
chronic myelogenous forms only. 


5) There is a steadily progressive anemia which be- 
comes extreme. 


the basis of erythrocyte life span studies and 
other tests, a hemolytic mechanism was docu- 
mented. A splenectomy was recommended and 
performed. Microscopic examination of the 
spleen revealed only extramedullary hemato- 
poiesis. The patient had an uneventful post- 
operative course. When seen one month. after 
discharge his hemoglobin was 10 gm.%, a 
corrected white blood count was 50,900/cu. 
mm., and the peripheral blood still showed 2% 
blast forms with numerous nucleated red 
cells. 

Comment: Patients with agnogenic myeloid 
metaplasia such as this man were left out of 
our series of patients with leukemoid reactions; 
however some authors have included them. 
The question of whether they should be con- 
sidered to have a malignant process or not 
has not been settled.” * It is certain that they 
do not have a benign course clinically. The 
presence of anemia, young forms of leuko- 
cytes in the peripheral blood, and an enlarged 
spleen strongly suggest the clinical diagnosis of 
leukemia. The final diagnosis in many of these 
cases is made only after surgical biopsy of 
the bone marrow and tissue examination. These 
patients might be considered to form a “bridge” 
between those with a true leukemoid reaction 
and those with leukemia. 


Discussion 


These patients illustrate some of the diffi- 
culties that may*be present in reaching a deci- 
sion on the diagnosis of leukemia or an ab- 
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normal leukocyte response. In the majority 
of patients the differentiation will be obvious. 
Most leukemoid responses other than those 
seen in association with pertussis are granu- 
locytic and the absence of a palpable spleen 
is against the diagnosis of chronic granu- 
locytic leukemia. However, since the under- 
lying condition causing the leukemoid responses 
may produce an enlarged spleen the converse 
is not true. The presence of an _ infection, 
malignancy, hemolytic anemia, or a_ toxic 
condition should make one consider an ab- 
normal leukocyte response. Table II presents 
a comparison of the findings in the peripheral 
blood which have been offered by Hill and 
Duncan’ to help separate the leukemoid re- 
action from leukemia. An examination of this 
table will show that many degrees of over- 
lapping exist. The platelet count and degree 
of anemia may be of little help. Blast forms 
are uncommon in the peripheral blood of 
patients with a leukemoid reaction. 

It would be a happy coincidence if an exam- 
ination of the bone marrow would remove 
these points of confusion. Unfortunately, in 
myelogenous leukemoid reactions, which pre- 
sent the greatest confusion, morphological 
changes do not always give a clean differen- 
tiation. Many times, however, it is possible 
to obtain other tissue where the presence or 
absence of leukemic infiltration will clarify 
the problem. It has been the Hope of all that 
histochemical staining methods« and other 
similar techniques might separate’ the leuke- 
moid: reaction from leukemia. The alkaline 
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phosphatase determination is most helpful in 
the majority of cases; but it, too, has been 
shown to be misleading in cases of myelo- 
proliferative disorders.’ In leukemia the alka- 
line phosphatase of the granulocyte is very 
low, whereas the reverse is true in the leuke- 
moid reaction. It is obvious that this differen- 
tial is of little value in lymphocytic conditions. 
Considering these limitations it must be em- 
phasized that problem cases still occur and 
that the clinician must weigh all available 
evidence toward the end of making a proper 
diag osis and be properly alert to the fact 
that extreme leukocytosis may be found in 
other conditions than leukemia, and indeed 
may be secondary to an easily curable process. 


The sixteen patients presented here are too 
few and the etiological factors are too varied 
to allow any conclusions as to the significance 
or mechanism of the leukemoid reaction in 
these patients. In studying this phenomenon in 
two groups of patients with pertussis, the first 
group hospitalized between 1933 and 1943 
and the second group between 1951 and 1956, 
we were able to gain insight into the current 
implications of the leukemoid response in 
pertussis.‘ Although the morbidity and mortal- 
ity was less in the more recent group, the 
patients who had a leukemoid reaction did 
not share in this improved outlook. It would 
appear that currently the leukemoid reaction 
in pertussis is a poor prognostic sign. 


Summary 


1) The findings in sixteen patients seen over 
a three-year period who fulfilled the strict 
criteria of a leukemoid reaction as set forth 
by Hill and Duncan* were reviewed. This 
phenomenon accompanied malignancy in five 
patients, infection in eight patients, and was 
associated with miscellaneous conditions in 
three. 


2) Illustrative case records are presented to 
show some of the difficulties in deciding whether 
a patient has a _ leukemoid reaction or 
leukemia. 

3) A discussion of the laboratory data in 
problem patients is given and the importance 
of evaluating all evidence before instituting 
antileukemic therapy is emphasized. 
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THE PHYSICIAN’S PROBLEM .. . 


MENTAL RETARDATION 


Early recognition, evaluation and training 
of the mentally retarded, plus study and 


delineation of basic causes are necessary. 


MILES E. DRAKE, M.D., Ph.D., Vineland, New Jersey 


-_ mental retardate or mentally 
retarded child has been a problem which has 
faced the physician, the school and the com- 
munity for many, many years. However, only 
recently has a concerted, definitive action been 
undertaken. The entrance of the Parents’ 
Groups, the National Institutes of Health, the 
National Association for Retarded Children in 
conjunction with the State, has given great 
impetus to this movement, leading to special 
classes in the school systems, and the develop- 
ment of diagnostic and guidance clinics. 

Mental retardation, for years, was viewed 
as a social problem with medicine having little 
or no responsibility in the field. This is, of 
course, far from true. It is first a problem of 
medicine and is a complex and confusing chal- 
lenge to the physician, whether he is a general- 
ist or a specialist. 


The Problem 


It has been estimated that three percent of 
the total population is mentally retarded. 
There are, however, considerable variations 
existing within this figure of three percent.? 

The few prevalence rates available such as 
that made at Onondago County, New York,* 
indicate that the rate for under one year of 
age group; one and two years old; and three 
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and four years olds is two, four, and six per 
1000, respectively. 

The prevalence rate at age five rises sharply 
to about 22 per 1000 while at age six, it 
almost doubles to nearly 40 per 1000. From 
age six on, the prevalence rate rises reaching a 
maximum of 80 per 1000 in the ten to fifteen 
year age group. Thereafter, there is a sharp 
decline in the rate to 38 per 1000 for the six- 
teen and seventeen year olds. 

These rates are thus indicative that in mental 
retardation, we are not dealing with a stable 
entity. 

The marked increase in prevalence at age 
six suggests that two factors have been brought 
into focus— 

@ A new source of reporting, namely, the 

school system. 

@ The child is introduced into a situation 
requiring abstract intellectual processes 
which it is unable to meet. 

While the decline in the sixteen and seven- 
teen year old group is probably a reflection of 
the exit of the school system from the picture 
and the placement of many of the high grade 
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retardates individually into community and 
industrial activities. 

There are also variations in this average 
figure of three percent in the degree of re- 


tardation and especially in the potentialities of’ 


this group. In our experiences, approximately 
seventy-five percent of the mentally retarded 
are classified as mild with an 1.Q. range of 50 
to 75. Twenty percent of all mentally retarded 
are classified as moderate, having an I.Q. range 
of 20 to 50. The severely retarded, represent- 
ing the remaining five percent, have an 1.Q. of 
less than 20. 

The educable, or mildly retarded are unable 
to keep pace with regular classes in school. 
Unless their limitations are understood and de- 
lineated, they often become emotionally dis- 
turbed and delinquent. Here, however, with 
early diagnosis, guidance to parents and special 
educational provisions, most of the mildiy re- 
tarded can become self-supporting members of 
society. They can and are being placed in 
industry, thus making useful contributions to 
community life. 

The moderately retarded or trainable but 
not educable can learn personal care, learn 
acceptable behavior and can assist parents if 
early diagnosis is made and sound practical 
help is provided for the parents. This help 
must include counsel by their physician or 
clinic and the interplay of aid from the various 
disciplines in training the child in the home. 

It is only with the severely retarded that the 
prognosis is extremely poor. 

Any consideration of mental retardation is 
approached with the understanding that we 
are not dealing with a disease entity, but with 
symptom complexes of a variety of disorders 
of the central nervous system. The etiologies 
are equally varied and complex. Physical and 
nutritional defects are common in_ these 
children. 

Adjustment to situations in our highly com- 
plex society is not wholly dependent on intel- 
ligence. A great proportion of behavior grows 
out of social experiences. Thus, mentally re- 
tarded children may acquire acceptable be- 
havior patterns by repeated procedures and 
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patterns established in the home. The earlier 
such patterns are instituted, the sooner the 
child will be prepared to move forward to new 
problems and undertakings. 

It has been our experience on admissions to 
our institutions that two children of same age, 
equal I.Q. and mental age and from families 
of comparable economical and social levels may 
be vastly different in behavior and perform- 
ance due to their previous training patterns; 
one is quite independent and self caring, the 
other is dependent and unable to execute any 
of his or her daily needs. The difference in 
their performance abilities is a direct result of 
home training based on the recognition on one 
hand of the limitations of the trained child, 
and on the other hand a complete lack of 
insight into the needs and limitations of the 
untrained child. 

The physician should be the central figure 
in the early diagnosis and assist in the pro- 
gramming for the child. The physician must 
be well versed in normal growth and develop- 
ment if he is to evaluate the child. He must 
realize and recognize that emotional problems 
may be the basis for what appears to be a 
primary mental retardation. The inability to 
speak should alert the physician to the fact 
that there may be a hearing deficit. He must 
have available and use the other disciplines 
such as the psychologist, social worker and 
educator. He, however, must not relinquish his 
responsibilities or treatment to these disciplines. 
Often the entire treatment is turned over to 
the psychologist. This is a serious mistake and 
has resulted in serious consequences to the 
child in many instances. 

The placement in an institution should be 
considered only after the exhaustion of the 
community resources; clinics; special classes; 
counselling and home training with help from 
all the disciplines involved. The older retar- 
date may become such a home and community 
problem that institutional placement becomes 
a necessity. 

The incidence of mental retardation is far 
in excess of the number expected in a normal 
distribution of intelligence as shown by the 
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1936 Baltimore survey and in the studies in 
Onondago County, New York.? Projected fig- 
ures based on normal intelligence distribution 
curves would indicate that in the United States, 
there would be approximately five thousand 
severely retarded and about fifty thousand 
moderately retarded. However, there are ap- 
proximately thirty thousand severely retarded 
and sixty thousand moderately retarded. There- 
fore the skew is dependent upon factors other 
than hereditary. This has resulted in many 
different approaches and studies in mental 
retardation. 

We in Pediatrics and especially we pediatri- 
cians working exclusively with mental retar- 


1. The nation is faced with the problem of 
early recognition, evaluation and training of 
about three percent of the child population 
who are considered to be mentally retarded. 


1. National Association for Retarded Children. The 
Child Nobody Knows. 1954. New York. 

2. A Special Census of Suspected Referred Mental 
Retardation. 


New York State Department of Mental 


Summary 
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dates, are more and more concerned with ob- 
stetrical complications and prematurity. It 
would seem wise, therefore, to direct much 
more research into the study of causes and 
effects of obstetrical complications. 

It is becoming more and more evident that 
the facilities and trained personnel of at least 
one well equipped state institution should be 
used as a Diagnostic Center and Out Patient 
Department where a definitive diagnoses could 
be made. In addition, the parents could re- 
ceive aid in programming for their mentally 
retarded child and receive counselling and 
preparation for institutionalization when it be- 
comes necessary. 


2. The basic causes of mental retardation, 
be they hereditary, obstetrical complications, 
birth injuries or pre-natal infections, must be 
studied and more clearly delineated. 


Hygiene. December, 1955. 
3. Tighe, Edythe. Personal Communications Field 
Services, New Jersey Instituations and Agencies. 
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Treatment of 
Complications 


Sequelae of 


and 


Ulcerative 


cus | LOrombo-Ulcerative Colitis 


Be are many forms of ulcera- 
tive colitis. The treatment varies with the 
nature, origin and inception of the disease and 
its complications and sequelae. The form of 
ulcerative colitis seen in the North Temperate 
Zone is of a chronic nature. The lesions begin 
at the anal canal and spread orad; progression 
is inclined to be associated with a variety of 
systemic and local disorders. These systemic 
and local complications and sequelae are not 
uncommonly associated with the disease itself 
and are frequently expressions of the progress 
and severity of the disease. Some of them are 
definitely medical problems. Some will require 
medical treatment, but, on occasion, have sur- 
gical connotations or complications. A smaller 
number require surgical intervention as soon 
as they are observed. It is well to consider the 
sequelae as complications and to group them 
according to treatment. 


Complications Requiring 
Medical Treatment 

Medical treatment is required for such com- 
plications of chronic ulcerative colitis as 
uveitis, arthritis, hypertrophic osteoarthropa- 
thy, erythema nodosum, pyoderma gangraeno- 
sum, hepatitis and possibly eventually cirrhosis 
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J. ARNOLD BARGEN, M.D., Rochester, Minnesota 


and diffuse hepatosplenomegaly, and pseudo- 
infantilism. 


Uveitis is encountered often enough with 
severe ulcerative colitis to be considered defi- 
nitely as a secondary condition; for it develops 
with progression of the colitis in a small per- 
centage of cases. The uveitis usually clears up 
with improvement of the colitis, although it 
does not always; therefore, adequate local 
treatment, although indicated, is probably not 
as important as a more intensive attack on the 
colitis itself. 

The arthritis of ulcerative colitis, per se, is 
relatively uncommon, but a substantial number 
(four or five percent) of patients with ulcera- 
tive colitis have painful joints, in the form of 
arthralgia. It usually occurs only when the 
disease is severe and has been present for a 
long time. Although the arthritis, like the 
uveitis, may recede with the symptoms of 
colitis, it is more likely to be disabling and to 
require rather drastic treatment in _ itself. 
Steroids will have a definite place in the treat- 
ment of this group of patients. 

The patient with bloody diarrhea and severe- 
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ly painful joints will require intensive physical 
therapy and an adequate program of rest, for 
their ability to stand up under misfortune often 
is severely taxed. Tranquilizing medicines may 
be indicated. A preparation particularly suit- 
able for this group of patients is a combination 
of bellafoline and phenobarbital known as 
Belladenal.® Administered in doses of % tab- 
let before meals and at bedtime to the rheu- 
matic patient, this preparation has a remark- 
ably soothing and relaxing effect. Some patients 
do even better by taking this medicament in the 
familiar preparation known as “space tabs” of 
Belladenal, for one tablet morning and evening 
may suffice. The intensive treatment of the 
colitis in such patients is, of course, most im- 
portant. These patients have done especially 
well with the administration of adequate 
amounts of salicylazosulfapyridine (Aczulfi- 
dine®). This drug is customarily given in 
doses of 1 gm. every three hours around the 
clock; as improvement comes, the night doses 
are omitted, and later the drug may be given 
during the day in courses of approximately two 
weeks each with an interval of one week be- 
tween courses. How accurately such a pro- 
gram is followed, of course, depends on the 
activity, destructive nature, progression and 
severity of the colitis. 

Arthritis may develop before or after ulcera- 
tive colitis, or it may follow an entirely inde- 
pendent course. A patient may have an attack 
of colitis at one time and an attack of arthritis 
at another time, the arthritis occasionally com- 
ing on when the colitis is quiescent. More 
commonly the arthritis is definitely secondary 
to the ulcerative colitis, with each exacerbation 
of ulcerative colitis following an exacerbation 
of the arthritis. Occasionally, the arthritis be- 
comes more disabling than the colitis. When 
other complications present reasons for remov- 
ing the colon, the arthritis may weight the scale 
for colectomy in the occasional case. 

Erythema nodosum rather commonly affects 
patients who have severe arthritis. The nodules 
usually occur in the lower extremities, but they 
may appear anywhere. They may recede as 
the colitis improves, or they may break down 
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to form pustules and then ulcers which pro- 
gress fast to become what my associates and I 
have chosen to designate “pyoderma gan- 
graenosum.” The cutaneous lesion destroys all 
of the layers of the skin and sometimes the 
deeper structures as well. The edges are 
usually blue and undermining. The common 
sites of such lesions are the lower extremities, 
but any part of the skin of the body from scalp 
to toe may be involved. The condition fre- 
quently causes the patient a great deal of 
anguish, and for such patients, too, tran- 
quilizers such as Belladenal are particularly 
helpful. The lesions should be kept clean and 
as nearly sterile as possible, and the colitis 
should be treated vigorously. Dressings wet in 
0.5 percent of solution of aluminum subace- 
tate, frequently applied, are helpful in keeping 
the cutaneous lesion clean. The progress and 
healing of the lesion in the colon will be re- 
flected in the healing of the cutaneous lesion. 

Recently, Boe, Dalgaard and Scott' of 
Bergen, Norway, reported four cases of a 
mucocutaneous ocular syndrome with intestinal 
involvement. They described individuals who 
had intestinal ulceration which could not be 
differentiated from ulcerative colitis and who 
had associated ulceration of the mouth and 
anogenital membranes, some rashes, and in- 
flammation of the eyes. At times, one of these 
conditions or several of them together have 
occurred in patients with ulcerative colitis. On 
occasion, all of them have been seen in one 
person. It seems to me that possibly the four 
patients described by Boe and co-workers 
might have ulcerative colitis and the several 
systemic complications simultaneously. 

That disturbances of hepatic function sec- 
ondary to disease of the liver occur among 
patients with ulcerative colitis of long standing 
has been known for some time, and my col- 
leagues and I*:*:* have written about the con- 
dition from time to time since early 1930. The 
common change in the liver is marked fatty 
infiltration. Cholangiolitic hepatitis occurs oc- 
casionally. Primary biliary (cholangiolitic) 
cirrhosis occurs from time to time. The cir- 
rhosis usually develops when the disease is 
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extensive and advanced and of long standing. 
Occasionally, however, it has been associated 
with the milder forms of the disease, but the 
patients had had more or less continuous symp- 
toms for a long period. 

In patients with ulcerative colitis of long 
standing and secondary hepatitis or cirrhosis, 
intensive treatment of the colitis is important. 
Attention should be given to the diet for the 
liver disease and to other supportive measures. 
Removal of the colon to stop further degenera- 
tion of the liver has been suggested when the 
diagnosis of cirrhosis with ulcerative colitis is 
considered. Some years ago we followed this 
dictum, but our later experience has not sup- 
ported this suggestion. It seems to me that, 
once the liver disease has reached the state of 
cirrhosis, nothing that is done to the colon 
makes any particular difference. 

When ulcerative colitis begins in the first 
decade of life and is severe and destructive, the 
child may fail to grow and develop. This is 
well illustrated in the failure of normal fusion 
of the epiphyses of the bones, the failure to 
develop secondary sex characteristics and the 
failure to grow. This condition has resulted in 
the mistaken diagnosis of infantilism of pitui- 
tary type. These children usually have a gray 
pallor and are markedly undernourished, fea- 
tures which in themselves distinguish them 
from true infantilism. Vigorous and intensive 
treatment of the colitis is indicated. If the 
colitis improves and comes under control, the 
child begins to grow and develop normally. 


Complications with 
Occasional Surgical Indications 

Among the complications which occasion- 
ally may require surgical treatment are ad- 
vanced arthritis, infantilism without control of 
the disease, secondary polyposis, severe hemor- 
rhage, colonic perforation in some cases, rectal 
stricture, and perirectal abscess and fistula. 

In an occasional case of arthritis secondary 
to ulcerative colitis, the joint deformity may 
become severely disabling. Joints of the hands, 
feet and elsewhere may be swollen and tender, 
and yet when each attack of colitis subsides, 
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the arthritis may improve in a striking manner. 
Local complications of the colon will make 
colectomy justifiable in a few such patients and 
removal of the colon will give a small number 
of them relief from their arthritis. 

When the children with pseudo-infantilism 
do not improve sufficiently and the colitis con- 
tinues to progress or certain local complica- 
tions intervene, colectomy may be indicated. 
After colectomy, the child will usually develop 
in the same way that a child will when the 
colitis is controlled by medical measures. 

The treatment of polyps following in the 
wake of destructive ulcerative colitis has been 
a point of controversy. In the severe disease, 
the mucous membrane looks as if it had liter- 
ally been torn to shreds and tatters. At times 
when one inserts the index finger into the rec- 
tum of a patient with ulcerative colitis, it is 
difficult to find the actual lumen of the bowel, 
there being so many side passages where the 
mucosa has been deeply ulcerated and de- 
nuded. The whole lining of the intestine may 
be similarly affected, as attested by carefully 
done roentgenologic examination. If healing 
then proceeds, curled-up mucosal tags and bits 
of mucous membrane, largely represented by 
granulation tissue, develop. Sometimes these 
tags are attached at both ends, forming bridges, 
and these tags except for the destruction of the 
mucous membrane between them, grossly re- 
semble polyps. They may vary in size from a 
few millimeters to as much as three centimeters 
in diameter. They appear as extruding tufts of 
mucosa in areas that are otherwise devoid of 
any mucous membrane. Occasionally they have 
the appearance of exuberant outgrowths of the 
already diseased mucosa. The important ob- 
servation is not the amount of glandular tissue 
in the polyps, but rather the cytologic struc- 
ture of the individual gland. Whereas the polyp 
may appear adenomatous at first, on more de- 
tailed scrutiny the mucosal hyperplasia may be 
recognized as a benign regenerative process. 
Frequently, enlarged cystic glands are seen. 
Some of these pseudo-adenomatous polyps are 
hyperplastic, but their hyperplasia is an orderly 
functional response to the underlying stimulus, 
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inflammation. In another group, a definite 
adenomatous hyperplasia is recognized. The 
size of these polyps ranges from small finger- 
like projections of granulation tissue containing 
only a few glands to large pedunculated and 
sessile polyps. Adenomatous change in these 
glands is manifested by increase in size, ab- 
normally deep-staining and malalignment of 
the nuclei, mitotic figures, diminution of the 
amount of the cytoplasm and diminution of the 
amount of the mucus produced. At times these 
changes are slight and they are distinguished 
with great difficulty from the more advanced 
types of pseudo-adenomatous hyperplasia. This 
second group of polyps represents only a small 
percentage of the so-called polyps that follow 
ulcerative colitis. 

In an even smaller group carcinoma in situ 
develops. Such polyps are usually relatively 
larger than the adenomatous polyps, and they 
appear dusty red and hemorrhagic. Thus poly- 
poid structures result from extensive inflamma- 
tion and destruction of mucous membrane. In 
most cases, these polyps are only the tags of 
mucous membrane remaining after denudation 
of most of the mucosa. As healing occurs, they 
retract and eventually become smaller. The 
exceptional polyps are the ones in which ade- 
nomatous and finally carcinomatous changes 
may develop. In some cases in which polyps 
develop, ileostomy and colectomy will be the 
treatment of choice. For the majority, this will 
not be so. Most of the polyps occurring in the 
wake of ulcerative colitis are simply mucosal 
tags which, as the disease heals, shrink to a 
smaller size and sometimes to obscurity. How- 
ever, the patient who has recovered from 
ulcerative colitis and who has polyps after the 
bowel is healed should be examined periodi- 
cally. I make it a custom to do this every 6 
months after the patient is free of symptoms. 

For some of the patients who bleed freely, 
it is difficult to decide when surgical measures 
should be undertaken. Blood oozes continu- 
ously from the mucous membrane of some pa- 
tients. Under appropriate treatment, this sub- 
sides. In the occasional patient, the bleeding is 
apparently from large vessels, sometimes actu- 
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ally arterial, and the intestine may be con- 
stantly filled with fresh and clotted blood. In 
most of these, the bleeding subsides under 
appropriate treatment. Instillations of warm 
starch solution with powdered opium have 
proved helpful. Here again, use of a prepara- 
tion such as Belladenal has distinct merits. In 
an occasional case, the hemorrhage is so mas- 
sive that continued use of transfusions is im- 
practical. For such patients, when the condi- 
tion is stabilized, total colectomy may be 
indicated. In our rather large experience, we 
have found colectomy necessary in only four or 
five such patients. 

Stricture of the colon following ulcerative 
colitis may present certain difficulties. If the 
stricture is above the rectosigmoid region, and 
if it cannot be definitely determined that it is 
of inflammatory origin, surgical exploration 
becomes advisable. If the stricture is in the 
rectum and within reach of the index finger, it 
can usually be destroyed by gentle dilatation. 
It may occur as a cobweblike structure, more 
or less filling the lumen of the rectum. This 
can be broken up by gentle insertion of the 
index finger, and as the colitis heals, gentle 
dilatation and massage usually will eventuate 
in a satisfactory rectal ampulla. Only in the 
cases of unusually firm, fibrous stricture or 
when the condition cannot be readily differ- 
entiated from a maiignant stricture is operation 
for rectal stricture indicated. 

Colonic perforation may be of two types. It 
may be in the form of a sudden “blow-out” as 
of the cecum with rapid spilling of intestinal 
contents and a possibly fatal outcome which 
rarely allows sufficient time for surgical inter- 
vention. If the perforation occurs in the left 
half of the large intestine, however, it usually 
will be walled off as an abscess, and, in such 
cases, after symptomatic treatment and sub- 
sidence of the active inflammation, ileostomy 
and colectomy probably will be indicated. 

Penetration but not actual perforation of the 
bowel wall may occur in occasional cases of 
severe and fulminating forms of ‘ulcerative 
colitis. This may lead to much serosal irrita- 
tion. Colonic distention in some of these pa- 
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tients without actual perforation may be tre- 
mendous; indeed some have chosen to call this 
condition “toxic megacolon.” The problem of 
what therapy to employ in these cases is always 
a critical one. Some of the patients are so ill 
that one is fearful that surgical intervention 
may prove too great an insult for them to bear. 
Most of these patients, therefore, are treated 
expectantly by keeping up the fluid balance 
with blood transfusions, intestinal intubation, 
administration of broad spectrum antibiotics 
and general efforts to remove the gas from the 
distended colonic loop. Fortunately, fatality 
has been very low when these procedures have 
been employed. 

Perirectal abscesses may occur during the 
stage of active and often severe ulcerative 
colitis. They are the result of infection of anal 
crypts. Symptomatic treatment with hot packs 
and cleansing irrigations should be used. The 
abscesses usually break through the skin and 
end up as perirectal fistulas. Surgical interven- 
tion for fistulas of this type in the face of active 
disease is unwise. Occasionally the fistulas will 
close with the healing of the colitis; if not, they 
may be repaired after the colitis is healed. The 
least possible operation should be done about 
the anus during the stage of active disease. The 
same can be said of rectovaginal fistulas. These 
form a miserable complication in women who 
have ulcerative colitis but, if operation is per- 
formed too early, the resulting condition may 
be worse than the original one. When the 
colitis is healed, surgical care of the fistula can 
be readily accomplished. At times, after re- 
peated fistula formation between rectum and 
vagina, extensive sloughing of the rectovaginal 
septum occurs and what might be called a 
“cloaca” develops. In such cases, ileostomy 
and colectomy will be the treatment of 
choice. 


Complications Requiring Operation 


Among these complications which may re- 
quire immediate surgical intervention on recog- 
nition are secondary polyposis, colonic per- 
foration and colonic stricture in some patients, 
massive hemorrhage in an occasional patient 
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and secondary carcinoma whenever the diag- 
nosis is made in time. 

Patients with ulcerative colitis in whom the 
so-called secondary polyposis has developed 
should be re-examined from time to time, even 
when the colitis is quiescent. Specimens then 
can be removed from the polyps in the rectum, 
and any polyps present in that region can be 
destroyed by electrocoagulation. If the speci- 
men removed indicates that the polyps are 
merely mucosal tags, and the patient is asymp- 
tomatic, colectomy would be hardly advisable. 
However, when the evidence indicates that the 
polyps are of the adenomatous type or that 
low-grade carcinoma is present, decision about 
further treatment.can be made readily. If the 
polyps when viewed roentgenographically have 
increased in size, the decision again is not diffi- 
cult. In these cases, ileostomy and colectomy 
are without question the treatment of choice. 
However, the number of patients in whom this 
situation obtains is only a small percentage of 
those in whom so-called polyps are discovered. 

If colonic perforation has occurred in the 
left half of the large intestine, particularly in 
the sigmoid, and the perforation has been 
walled off by omentum and mesocolon, surgi- 
cal resection at a suitable time is indicated. If 
at all possible, it should be postponed until the 
colitis is improved or the abscess formed sec- 
ondary to the perforation has drained itself 
into the bowel or has quieted down. Patients 
who have had such perforations, even when the 
colitis has become quiescent, usually experi- 
ence so much discomfort in re-exacerbation of 
symptoms from the abscess that its eradication 
seems to be the treatment of choice. 

If strictures of the colon occur above the 
reach of the sigmoidoscope, it is frequently 


difficult to distinguish them from malignant 


change. The deformity caused by carcinoma 
in the colon; once the seat of ulcerative colitis, 
differs greatly from the ordinary carcinomatous 
defect in an otherwise normal colon. It is fre- 
quently a diffuse, almost hour-glass type of 
narrowing, rather than the sharp demarcation 
of the carcinoma of a previously normal: colon. 
So the difficulties of. differentiating » benign 
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stricture from carcinoma become great. Thus 
most patients with strictures of considerable 
magnitude who have had active ulcerative 
colitis will present problems requiring local 
excision or colectomy. 

As already mentioned, an occasional patient 
in whom massive and uncontrollable hemor- 
rhage occurs may become a candidate for 
colectomy. 

All patients who have carcinoma of the 
colon secondary to ulcerative colitis, if they 
can stand it, should have an exploratory opera- 
tion in the hope that colectomy or resection of 
the carcinoma-involved segment of bowel can 
be performed. The incidence of carcinoma 
secondary to ulcerative colitis is not large. It 
is greater, however, than that in normal people 
of the same age group. In our rather extensive 
experience at the Mayo Clinic, we have found 
it in about five percent of the patients late in 
the course of ulcerative colitis. Of the first two 
thousand patients with ulcerative colitis ob- 
served at the Mayo Clinic, approximately one 
hundred have succumbed to carcinoma. The 
average age of the development of carcinoma 
was seventeen years after the onset of the 
ulcerative colitis. Unfortunately, the carcinoma 
developed in a considerable number of the 
younger patients. It seems, therefore, that a 
patient whose disease has developed in the 
first decade of life should be observed particu- 
larly carefully for carcinoma later in life. It 
has occasionally been said that patients with 
ulcerative colitis should have colectomy to pre- 
vent the development of carcinoma later on 
Who would be willing to impose an ileac stoma 
on an individual because of a five percent 
chance that carcinoma will develop later in 


life? To me, this seems drastic treatment in- 
deed. However, patients with advanced and 
destructive ulcerative colitis should be care- 
fully observed for years after the colitis is 
quiescent. 

Recently Rosenqvist and co-workers’ dis- 
cussed the problem of ulcerative colitis and 
carcinoma of the colon. They made reference 
to a number of small series of this most un- 
fortunate complication reported by various 
authors and pointed out that carcinoma did not 
develop in any of one hundred and fifty chil- 
dren with ulcerative colitis in the first ten years. 
They found, however, an incidence of 33.3 per 
cent in those patients followed for eleven to 
twenty-two years. They stated further that 
carcinoma developed in twenty-six (5.2 per- 
cent) of five hundred patients with ulcerative 
colitis whose disease had begun in the pediatric 
age. On the basis of these observations, they 
suggested a prophylactic colectomy. To me this 
seems a radical approach to the treatment of 
ulcerative colitis, for although ileorectal anas- 
tomosis might be considered after some of 
these operations, it is likely that most of the 
patients would have ileac stomas. 

It has been suggested that the prognosis for 
prolonged living is grave for individuals who 
have carcinoma as a complication of ulcerative 
colitis. The carcinoma that occurs in younger 
persons is of a high grade of malignancy, and 
not uncommonly is multiple. This has resulted 
in the general feeling of hopelessness for this 
group of patients. During the past decade, how- 
ever, I have watched these patients closely, and 
I now have twelve to fifteen patients who have 
remained well and without recurrence for five 
or more years since operation. 


Summary 


This brief summary of the complications, 
sequelae and disease states associated with. the 
devastating disease known as “chronic ulcera- 
tive colitis” indicates that most of these compli- 
cations represent medical problems. In the few 
suggestions made concerning treatment stress 
was placed on the value of physical and emo- 
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tional rest and the use of a preparation such 
as bellafoline and phenobarbital (Belladenal) 
in the overall management of these patients. 
Some additional complications of chronic ulcer- 
ative colitis in the main represent medical 
problems but may develop surgical connota- 
tions; others are definitely surgical problems. 
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DIFFERENTIAL DIAGNOSIS BETWEEN PSYCHOTIC AND NEUROTIC DEPRESSIONS. 


PSYCHOTIC DEPRESSIONS 


NEUROTIC DEPRESSIONS 


. Depression is the chief com- 
plaint. 

. Somatic complaints are either ab- 
sent or not prominent. 

. Remorse and _ self-reproach are 
present. 

. Tendency to feelings of guilt, and 
does not blame others. 

. Weight loss occurs in every 
case. 

. Constipation is a prominent symp- 
tom. 

. Course of disease invariant and un- 
fluctuating. 

. No definite precipitating factor can 
be ascertained. Cause undiscover- 
able. 

. Entirely well between attacks. 

. Suicide often sincerely at- 
tempted, with or without previous 
threats. 

. Minnesota Multiphasic Personality 
Inventory does not show neurotic 
abnormalities. 


. Anxiety and fatigue are the chief 
complaints. 

. Somatic complaints are prominent. 

. If remorse and self -reproach are 
present, they are obviously insin- 
cere. 

. Blames others for difficulties and 
state of mind. 

. Weight loss seldom severe; often 
not present. 

. Constipation not prominent. 

. Course variant and fluctuating; de- 
gree of depression varies with en- 
vironmental change. 

. Causes and precipitating factor are 
usually well-defined. 

. Patient not free of neurotic mani- 
festations or mental tension between 
attacks. 

. Suicidal attempts insincere and 
abortive; always preceded by vol- 
ume threats. 

. M. M. P. I. shows high neurotic 
scores. 
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+ physician in general practice 
sometimes finds it necessary to care for patients 
with severe eye injuries or acute eye disease 
either because an ophthalmologist is not readily 
accessible or because of unusual situations. In 
general the same medical measures as apply in 
all emergencies are applicable in eye cases, but 
there are special features about the eye that 
require special consideration for conservation 
of vision. Consequently the emergency or im- 
mediate treatment must be tailored to the cir- 
cumstances. 

Patients with penetrating ocular injury, 
lacerated globes, or contusions of the eyeball 
resulting in intraocular hemorrhage should be 
placed under the care of an ophthalmic surgeon 
as soon as possible. Temporary repairs should 
not be attempted except for unusual conditions 
necessary to control hemorrhage and to protect 
the eye from exposure. The injured parts 
should be cleansed, fragments of tissue re- 
placed and supported with a protective bandage 
and the patient kept at rest, with sedatives if 
necessary. 

There are unusual circumstances, however, 
that require the general practitioner to care for 
severe eye injuries and diseases until the 
services of an eye specialist become available. 
Consequently only those conditions that are 
most often encountered and treated in part at 
least, will be considered here. It is the responsi- 
bility of the specialist not only to undertake 
surgical repair but also to follow the post- 
operative course of the patient and to see him 
through the first stages of healing. 

Severe contusions of the eyeball resulting in 
intraocular hemorrhages should also be under 
the care of the specialist as so frequently com- 
plications most difficult to handle may develop. 
However, it is necessary to point out that 
following a severe contusion of the globe, re- 
gardless of whether or not hemorrhage has 
occurred in the anterior chamber, the patient 
should be placed on strict bed rest for several 
days observation. Intraocular hemorrhage with 
associated secondary glaucoma developing three 
to five days following such an injury is common 
and is often disastrous unless properly treated. 
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Management of 


Diamox® (250 mgms) every six hours has been 
of great aid in controlling secondary glaucoma 
in this condition. Unfortunately not all instances 
of glaucoma in this category are completely 
relieved by the use of carbonic anhydrase in- 
hibitors. They are useful for temporary relief 
only. If pain and tension is not relieved within 
twenty-four to thirty-six hours and there is no 
evidence of blood absorption, the eye should be 
opened and the hemorrhagic clot removed from 
the anterior chamber. I have recently used 
buccal Varidase,® one tablet four times per day 
in severe cases of intraocular hemorrhage be- 
fore secondary glaucoma has developed, in an 
attempt to partially liquify the clot. After two 
days of this therapy the anterior chamber is 
irrigated. In my experience the procedure is 
easily done and the end result better since less 
instrument manipulation is required to remove 
the clot. The blood, though dark red, is 
hemolyzed instead of being an organized clot. 

It is important however, to emphasize the 
seriousness of traumatic anterior chamber 
hemorrhage and the difficulties that may arise 
in its treatment. Such cases should be managed 
by the experienced ophthalmologist whenever 
possible. 

Ocular emergencies that are not obvious as 
such include retinal detachment, glaucoma, 
both acute and chronic, tumors, and several 
causes of sudden visual failure. 

In retinal detachment, more correctly called 
retinal separation, the patient notices a sudden 
visual failure usually affecting the peripheral 
field of one eye. This may be preceded or 
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Ophthalmological Emergencies 


accompanied by diminution of visual acuity of 
the affected eye because of an associated 
hemorrhage into the vitreous. This follows from 
a tear of a retinal blood vessel as the break in 
the retina occurs. There is no pain. Retinal 
detachment is progressive and may lead to com- 
plete blindness if left untreated. The diagnosis 
is not always obvious on first examination as in 
many cases hemorrhage into the vitreous has 
occurred and the fundus is so obscured that the 
retinal details are not visible. However, any 
case of unilateral sudden loss of vision where 
hemorrhage is present in the vitreous must be 
suspected as a case of retinal separation until 
proven otherwise. Spontaneous retinal detach- 
ment may occur at any age but is most com- 
monly seen in adults of middle and advanced 
age. It is important to remember that about 
twenty-five to thirty percent of these cases will 
eventually have a retinal detachment in the 
other eye and so immediate attention to the first 
eye is mandatory. This is classified as an emer- 
gency because if the patient is treated within the 
first few weeks after separation has occurred, 
there is a greater chance for success in restoring 


the retina to its proper position. Surgery is the : 


only method of treatment. It is here that the 
family physician can be of great aid in persuad- 
ing a sometimes reluctant patient to have 
proper treatment providing that patient’s gen- 
eral health status is well enough to withstand 
the procedure. Only the consulting ophthal- 
mologist can give details as to length of hospi- 
talization and bed rest since there are many 
different means of reattaching a separated 
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retina. Each method has its own pre- and post- 
operative preparation and follow up. Some 
methods involve three to four weeks of con- 
stant bed rest with the eyes bandaged and the 
head held in a certain position. Other methods 
employed are not nearly so conservative in the 
postoperative period and the patient is allowed 
much more freedom of movement. The coop- 
eration of the general physician is welcomed in 
all cases, for thrombophlebitis of the legs is but 
one of the more severe complications that can 
occur in these situations. 

The glaucomas will be only briefly mentioned 
here. Statistically, glaucoma in the American 
population is quite frequent. About two percent 
of the population over forty years of age have 
undiagnosed chronic glaucoma.’ The care of a 
glaucomatous eye is a prime responsibility of 
the specialist. But the general practitioner must 
be alerted especially to acute glaucoma because 
procrastination in treatment may result in irre- 
vocable blindness within a few days. The 
patient with acute glaucoma has a firey red eye, 
usually quite painful. He may even be nause- 
ated and vomiting when first seen. The cornea 
is steamy, the pupil dilated and nonreactive, the 
anterior chamber extremely shallow or flat, the 
vision poor and of course, the intraocular pres- 
sure very high. Tactile tension reveals a “stony 
hard” eye. The onset of the condition is short— 
generally within a few hours. However, im- 
mediate treatment consisting of instillations of 
miotics such as pilocarpine (4% ) and eserine 
(%4%), but best of all the administration of 
Diamox® (250 mgms. every six hours) or one 
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of the other carbonic anhydrase inhibitors* 
will relieve the acute pain in most cases within 
a short time. Acute glaucoma existing untreated 
for thirty-six hours er more will cause rather 
firm anterior peripheral synechia to develop. 
These adhesions of the iris root to the corneal 
periphery will not allow aqueous to gain access 
to the chamber angle and to Schlemm’s canal 
where it can be drained off into the venous 
system. The chances of completely relieving 
acute glaucoma medically or surgically after 
thirty-six hours is not nearly as good as when 
the diagnosis is made earlier. 

Miotics constrict the pupil pulling the iris 
away from the chamber angle thereby reopen- 
ing Schlemm’s canal. Drops should be admin- 
istered every half hour for the first three hours. 
Carbonic anhydrase inhibitors decrease the 
formation of aqueous by about fifty to sixty 
percent. The two act together to bring about a 
resumption of normal or subnormal tension. 
Diamox can be given by mouth to non- 
nauseated individuals in doses of 250 mgms. 
every 4 to 6 hours; if it cannot be retained by 
mouth Diamox can be given intravenously 500 
mgms. at first and then in 4 to 6 hours the oral 
route can be employed. Morphine and anti- 
emetics such as Thorazine® or Compazine® can 
also be used to ease the patient’s general dis- 
comfort. Patients having acute glaucoma should 
always be operated on after the tension comes 
down. It is important that both eyes be operated 
upon since the second eye is as likely a subject 
for acute glaucoma as the first one was.” In 
acute glaucoma the eyes have an anteriorly 
situated iris root or narrow anterior chamber 
angle and dilation of the pupil will provoke an 
acute attack. Peripheral iridectomy will prevent 
these eyes from ever developing acute glaucoma 
again. 

Chronic glaucoma, or chronic simple glau- 
coma as it is also called, is a difficult diagnosis 
to make in the early stages. It should be sus- 
pected in a patient having unexplained head- 
aches. Palpation is an unreliable method of 
determining intraocular pressure and if a stand- 


* Cardrase®, Daranide®, and Neptazane®. 
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ard Schiotz tonometer is not available, a 
Berens-Tolman’ tension indicator may be used. 
In the early stages, there may not be glauco- 
matous excavation of the optic discs, but it will 
develop later if the tension is not relieved. 

Again, the management of chronic glaucoma 
falls into the hands of the ophthalmologist. The 
management of chronic glaucoma is signifi- 
cantly different from that of acute glaucoma 
and not all cases should be operated upon by 
any means. Chronic glaucoma is not the 
emergency that acute glaucoma is but once the 
condition is suspected, no time should be lost 
in getting the patient under proper care. The 
longer the tension remains elevated above nor- 
mal limits the greater will be the loss of function 
of the sensitive retinal visual cells and the 
likelihood of permanent loss of vision. That 
portion of the visual field that has been lost in 
chronic glaucoma when the patient is first seen 
is not regained and the ophthalmologist can 
only try to save what is left. In acute glaucoma, 
when seen and treated early, even when the 
vision is limited to only finger counting or per- 
ception of light, often the end result is full 
restoration of sight with no visual impairment. 

Intraocular tumors can be classified as 
emergencies because the longer they remain the 
greater is the chance for metastasis. Once the 
diagnosis is made no time should be lost in 
removing the affected eye assuming the other 
eye is normal. Cancer cells are often seen‘ in 
the major veins leading away from the tumor 
and since it is probable that only a few cells 
are necessary to start a new distal growth every 
effort should be made to remove the source of 
a metastatic lesion. Local invasion through 
necrotic sclera or extension beyond the scleral 
wall through emissary vessels and nerves are 
important means of metastasis. 

Demyelinizing diseases which cause sudden 
visual loss include multiple sclerosis and neuro- 
myelitis optica. Since recovery is the rule in a 
vast majority of instances they do not present 
an emergency situation. On the other hand it is 
well to be able to recognize the situation so that 
the prognosis may be told to the patient. He 
will be relieved to know that his chances for 
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recovery are good if this is his first attack. 
Multiple sclerosis as a rule affects just one eye. 
It is classically an involvement of the macular 
fibers in the optic nerve and hence the name 
retrobulbar neuritis is used to describe the 
clinical condition. Some writers use the term 


“retrobulbar neuritis” interchangeably with 
multiple sclerosis when the demyelinizing 
process affects the eye in any part of the optic 
disc or nerve. Characteristically, this is one 
condition “where the patient sees nothing and 
neither does the ophthalmologist.” Pain on 
rotation of the eyeball is a prominent feature of 
the disease. This, accompanied by unilateral 
rapid loss of vision in an otherwise normally 
appearing eye should make the examiner very 
suspicious of multiple sclerosis. Taub and 
Rucker® determined from their studies that 
approximately fifty percent of all instances of 
acute retrobulbar neuritis between the ages of 
twenty to forty-four years develop other signs 
of multiple sclerosis within ten to fifteen years. 
Pupillary responses will of course be sluggish 
or absent depending on the amount of visual 
loss. Neuromyelitis optica characteristically in- 
volves the macular bundle of both eyes so that 
whenever there is bilateral visual loss occurring 
over a period of a few days in otherwise normal 
eyes this disease must be considered. One eye 
may be affected several days before the other. 
Myelitis of varying degrees usually accompanies 
the visual loss.*® 

Central serous retinopathy,’ although pre- 
senting a similar subjective picture of decreased 
central vision in one eye, is different in origin 
and has a distinctive ophthalmological appear- 
ance. This disease is seen most often in hyper- 
kinetic individuals who have become emotion- 
ally over strained. There is an edema of the 
macular region of the retina which is difficult 
to make out at first. Examination of the eye 
with the pupil widely dilated facilitates the 
diagnosis. Always characteristic however, are 
the many fine white dots in the involved area. 
Angiospasm of the foveal arterioles is not seen 
with the ophthalmoscope although this disorder 
was formerly considered angiospastic in nature. 
There is a wide difference of opinion as to the 
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proper treatment of this condition. All are in 
agreement that cigarette smoking should be dis- 
continued. Tranquilizers are useful when in- 
dicated in the tense, emotionally disturbed 
patient. Whether or not systemic steroid therapy 
is indicated depends on the consulting ophthal- 
mologists latest experience with the disease. 
However, wherever not contraindicated, pred- 
nisolone in doses of not to exceed 60 mgms. 
per day for four to six days before tapering off 
the dose is justified. In stubborn cases, ACTH, 
25 mgms. in 500 cc. saline given by intravenous 
drip over eight hours a day has been used with 
success. 

Probably the most acute emergency of all the 
ocular disorders is that of a central retinal 
artery occlusion. When complete occlusion per- 
sists for more than just a few mauutes the result 
is primary optic atrophy and blindness. Fre- 
quently, there is an element of arterial spasm 
present and consequently, a complete persistant 
blockage of blood flow does not often occur. 
Ophthalmoscopic examination occasionally re- 
veals a small amount of blood by-passing the 
obstruction when the spasm is intermittently 
released. The classical “cherry red spot” of the 
macula accompanied by a profound loss of 
vision is enough to make the diagnosis of cen- 
tral retinal arterial occlusion. Occlusion of a 
branch of the central retinal artery may also 
occur. In branch occlusion there may be no 
“cherry red spot” in the macula, but if one 
examines the major branches of the central 
artery on the disc, the site of obstruction is fre- 
quently seen as a glistening white spot within 
the lumen of the vessel. Just distal to this point, 
the vessel may be seen alternately emptying and 
filling with blood. In case of occlusion of the 
central or of a main branch of the artery, the 
treatment is the same. The treatment of choice 
is peripheral vasodilation, rapidly accomplished 
and long lasting, combined with measures to 
decrease intraocular tension. The idea is to 
release the spasm in the artery, dilate the artery 
and if at all possible, move the arterial obstruc- 
tion to a more distal and peripheral site where 
the area of retinal involvement will not be as 
great. Increase in the flow of oxygenated blood 
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is a primary requisite, however. Emergency 
treatment consists of peripheral vasodilators. 
Nitroglycerine tablets (0.65 mgm.) act fast but 
may cause collapse due to the sudden drop in 
blood pressure and so the effect of peripheral 
vasodilation is nullified by a marked slowing of 
blood flow. This may be countered by keeping 
the patient supine or in a head down position. 
Peritrate,® sustained action tablets, 80 mgms. 
BID, gives good peripheral vasodilation; also 
breathing a mixture of 5% CO, and 95% O, 
through a mask at a flow of four to six liters is 
valuable in not only enriching the oxygenation 
of the blood but also through the CO, effect of 
dilating the peripheral arterioles. Retrobulbar 
Priscoline® injections of 10 mgms. per injection 
is a valuable adjunct in keeping spasm from 
recurring. The injections may be given as often 
as twice a day if necessary. With this method, 
probably novocaine blocking of the superior 
cervical ganglion which also causes ocular vaso- 
dilation is not necessary, but it should be done 
without hesitation if it is felt needed. For the 
same reason that anticoagulants are given to 
those persons who suffer a coronary artery 
occlusion, these medicines are indicated in 
retinal artery occlusion as well. This is particu- 
larly true if a marked improvement in vision 
has been obtained within a day or two after the 
occlusion. The medication should be continued 
probably for as long as three months in cases 
of central retinal artery occlusion, but may be 
discontinued after three to four weeks in cases 
of branch artery occlusion where the macular 
area is not involved. Diamox 500 mgm. intra- 
venously will quickly lower the intraocular 
pressure so as to decrease the resistance to 
arterial blood flow. Miotics should not be used 
however, since the pupil is made small, and 
proper examination of the fundus is then diffi- 
cult. An ophthalmologist should be consulted 
for he can judge the amount of visual impair- 
ment or improvement to be expected and help 
regulate the dosage and length of treatment 
needed. Generally speaking, if no improvement 
occurs within two to three days, chances are 
there will be none; but this is not always the 
case. A fair amount of retinal edema is present 
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with these cases and it may be that after the 
retinal edema has been absorbed a week or two 
later, visual recovery will be better than 
anticipated. 

Retinal vein thrombosis of either the central 
vein or one of its major branches occurs more 
frequently than retinal arterial obstruction. 
With venous obstruction there is also a sudden 
loss of vision if the macular area is involved. 
The characteristic picture is that of a wide- 
spread retinal hemorrhage covering all of the 
posterior fundus in the case of a central vein 
obstruction but only a section of the fundus in 
the case of a major branch obstruction. The 
veins will be tortuous, engorged and only par- 
tially seen as they are obscured in places by 
hemorrhage and edema of the retina. Treatment 
is hospitalization, and measures taken toward 
reducing the viscosity of the blood in an 
attempt to keep thrombosis from developing. 
Heparin and especially dicoumaril are em- 
ployed here. If there is no other contraindica- 
tion, the prothrombin time should be reduced 
to about thirty percent of normal and main- 
tained at this level for a period of four to six 
weeks or longer. As long as visual improvement 
continues, the prothrombin time should be kept 
low; if a stationary period develops, then it is 
probably just as well to discontinue the dicou- 
maril. Hospitalization is necessary in order to 
determine proper dosage, to watch for compli- 
cations, and to perform other laboratory in- 
vestigations. Polycythemia vera* may be a 
hidden cause of retinal vein thrombosis and this 
condition must be looked for, as well as hyper- 
tension and other vascular and systemic dis- 
orders. Thrombosis associated with endothelial 
proliferation of a sclerotic vessel wall is the 
most common cause of vein obstruction’ in 
elderly persons; phlebitis as a part of general- 
ized vein disease is one of the common causes 
for vein obstruction in the younger age group. 
The prognosis for visual recovery in cases of 
central vein obstruction is much better than in 
cases of central artery occlusion. Collateral cir- 
culation develops with a fair degree of rapidity 
following vein obstruction and if treatment is 
started early, one may expect a much better 
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recovery of vision than anticipated when the 
fundus is first seen. 

Secondary glaucoma, of a relentless malig- 
nant course is the most feared complication of 
central retinal vein thrombosis. It develops 
about three months or so after the vascular 
occlusion occurs.’° Rubeosis of the iris is 
always present and detectable with the slit 
lamp. A fine layer of neovascularization forms 
on the anterior surface of the iris and in the 
anterior chamber angle causing adhesions be- 
tween the iris root and the trabeculum blocking 
the pathway for the escape of aqueous. This is 
probably due to an attempt to establish a better 
collateral circulation for drainage of venous 
blood from the eye—since the posterior route 
is obstructed, an anterior route forms. How- 
ever, this is definitely a pathologic development 
and leads eventually to enucleation of the eye 
to relieve pain. Secondary glaucoma following 
central vein obstruction develops in about thirty 
percent of the untreated cases;"' in cases treated 
with anticoagulants, iodo-niacin, antisclerotic 
agents and in whom a systemic disease is not 
present, the incidence of secondary glaucoma 
falls to about 10%. 

Hemorrhage into a necrotizing pituitary 
tumor, occlusion of the middle and posterior 
cerebral arteries, migraine, syphilis and tem- 
poral arteritis are other causes for sudden blind- 
ness. Hemorrhage into a pituitary tumor sec- 
ondary to a ruptured blood vessel in a degener- 
ating area of the mass, causes sudden swelling, 
edema and pressure on the neighboring optic 
nerves and chiasm. The eye signs are dilated 
pupils, extraocular muscle palsies, and visual 
loss. There will also probably be associated 
headache, and possibly vascular collapse. The 
blood supply to the visual pathways in this 
region becomes interrupted and there is a 
functional loss in the structures. After recogni- 
tion of the problem, the management obviously 
calls for neurosurgical help. 

Cortical blindness’? occurs infrequently, but 
is seen often enough so that one must be aware 
of its existence. The blindness is difficult to 
detect at first because characteristically the 
patients, curiously, are not genuinely immedi- 
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ately aware of their visual impairment. This 
effect is known as Anton’s Syndrome. At least 
they seem not to be psychologically as con- 
cerned as one might expect them to be. The 
pupillary reflexes will be normal and the fundi 
normal. The lesion of course is due to a sudden 
impairment of arterial blood flow to the 
occipital lobes. In Hoyt’s and Walsh’s case, 
however, severe cerebral hypoxia due to cardiac 
arrest was considered to be the cause of blind- 
ness. If only the right or left halves of the 
posterior cerebral blood flow is affected, a 
homonymous hemianopsia will occur, but fol- 
lowing bilateral homonymous hemianopsia, 
total temporary blindness results. Some degree 
of recovery may occur eventually. There is a 
certain amount of overlapping of the blood 
supply to the occipital lobes from the posterior 
cerebral arteries, middle cerebral arteries and 
anterior cerebral arteries which would account 
for some preservation of vision. But this is not 
always the case. Occlusive disease of the basilar 
artery'® may also account for sudden visual 
loss through the development of bilateral 
homonymous hemianopsia. 

Migraine is a frequent cause of sudden visual 
loss particularly affecting the half fields of 
vision. The cause is generally unknown but 
is due to whatever causes migraine in the 
general meaning of the word. Arterial spasm 
of course is implied. In an individual with a 
typical history of migraine, where a definite 
family history is obtained, who suffers sudden 
prolonged visual impairment, one must assume 
that intracranial hemorrhage has occurred. This 
may or may not be accompanied by other signs 
of cerebral hemorrhage. 

Syphilis may be listed as an infrequent cause 
of sudden visual loss. Optic nerve or meningeal 
involvement results in rapid visual failure. 
Diagnosis is dependent on other signs of 
syphilis in the secondary or tertiary stages plus 
positive Wasserman tests on both blood serum 
and spinal fluid. 

Finally, temporal arteritis or cranial arteritis, 
as it is also sometimes known, may be asso- 
ciated with a sudden loss of vision. Visual loss 
is based on the development of an ischemic 
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optic neuritis due to a necrotizing lesion of the 
central retinal artery although the arteritis may 
be widespread throughout the body.* This 
however is preceded by severe chronic temporal 
headaches for several months. The temporal 
arteries characteristically are hard, prominent 
and tender to palpation. There is loss of pulsa- 
tion in them. Only one side may be involved 
at the time of examination. An important 
laboratory confirmatory sign is an elevated 
erythrocyte sedimentation rate. Of eighty-four 
cases analyzed by Bruce,’® thirty-four patients 
had ocular complications. Thirteen of these pa- 
tients eventually became blind in both eyes and 
nine blind in one eye. In another series, Birk- 
head'® and associates found that fifty-six per- 
cent of their patients had ocular involvement as 
part of the syndrome. Of these, thirty-six per- 


cent had some loss of vision including five of 
twenty patients with bilateral and six with uni- 
lateral blindness. 

Until recently, resecting the affected temporal 
artery seemed to cure the headache and pre- 
vent blindness. However, the steroids in high 
doses are now apparently giving relief thereby 
alleviating the necessity of surgery. They are 
continued until the sedimentation rate reaches 
normal limits. In Birkhead’s series, in no pa- 
tients did blindness develop during treatment 
with steroids, in contrast to a non-treated con- 
trol group, in which the percentage of bilateral 
blindness increased from six percent on ad- 
mission to seventeen percent at the time of 
dismissal. With this form of therapy, the in- 
cidence of blindness developing from temporal 
arteritis has been markedly reduced. 


Summary 


The more important non-traumatic causes 
of visual loss that require emergency care are 
discussed. These conditions include retinal de- 
tachment, glaucoma, intraocular tumors, the 
demyelinizing diseases, retinal artery and vein 
occulusion and several other less frequently 
occurring conditions. 

In all of these conditions early recognition 
of the problem and an awareness of its 
nature is emphasized in order that useful 
vision or even a life may be saved. It is 
important to remember that approximately two 
percent of the American population over forty 


years of age have undiagnosed chronic glau- 
coma and a record of the ocular tension should 
be made a part of every physical examination. 
Cranial arteritis can be easily recognized before 
ocular involvement develops and if hard tender 
temporal arteries are found associated with an 
elevated erythrocyte sedimentation rate, steroids 
should be administered without delay. Cooper- 
ation between the general practitioner and the 
ophthalmologist in treating these different prob- 
lem cases is urged since the end result can 
be so much more favorable when the general- 
ist and the specialist work together. 


Bibliography 


|. Zeller, W. R. and Christensen, L.: Routine Tonometry 
as a Part of the Physical Examination. J.A.M.A, 154:1343- 
1345, 1954. 

2. Winter, F. C.: Second Eye in Acute, Primary, Shallow- 
Chamber Angle Glaucoma. Am. J. Ophth. 40:557-558, 
1955. 

3. Cholst, M. R. and Horowitz, |.: Evaluation of the 
Berens-Tolman Ocular Hypertension Indicator. J.A.M.A. 
160:661-662, 1956. 

4. Reese, A. B.: Tumors of the Eye. New York, Hoeber, 
1951, Pp. 233-234, 254. 

5. Taub, R. G. and Rucker, C. W.: The Relationship of 
Retrobulbar Neuritis to Multiple Sclerosis. Am. J. of 
Ophth. 37:494-497, 1954. 


38 


6. Walsh, F. B.: Clinical Neuro-ophthalmology. Balti- 
more, Williams & Wilkins, Ed. 2, 1957, P. 656. 

7. Wagner, H. P.: Central Angiospastic Retinopathy 
and Central Serous Chlorioretinitis. Am. J. M. Sc. 233: 
220-232, 1957. 

8. Birge, H. L.: New Theories of Vascular Disease with 
Special Reference to the Syndrome of Polycythemia in 
Ocular Pathology. Am. J. Opth. 39:362-369, 1955. 

9. Elwyn, H.: Diseases of the Retina. New York, Blakis- 
ton, Ed. 2, 1953. 

10. Sugar, H. S.: The Glaucomas. New York, Hoeber, 
Ed. 2, 1957, P. 352. 

11. Vannas, S$. and Orma, H.: Experience of Treating 
Retinal Venous Occlusion with Anticoagulants and Anti- 


MEDICAL TIMES 


; 
J ‘ 
Gi 


sclerosis Therapy. Arch. Ophth! 58:812-828, 1957. 

12. Hoyt, W. F. and Walsh, F. B.: Cortical Blindness 
with Partial Recovery Following Acute Cerebral Anoxia 
from Cardiac Arrest. Arch. Ophth. 60:1061-1069, 1958. 

13. Kearns, T. P., Wagener, H. P. and Millikan, C. H.: 
Bilateral Homonymous Hemianopsia. Arch. Ophth. 53: 
560-565, 1955. 

14. Walsh, F. B.: Clinical Neuro-ophthalmology. Balti- 


CLINI-CLIPPING 


Heart Valves and Areas 
of Auscultation 

A. Pulmonary Valve 
and Area of Auscult- 
ation 

B. Aortic Valve and 
Area of Auscultation 

C. Mitral Valve and 
Area of Auscultation 

D. Tricuspid Valve and 
Area of Auscultation 


(VOL. 88, NO. 1) JANUARY 1960 


more, Williams & Wilkins, Ed. 2, 1957, P. 1154. 

15. Bruce, G. M.: Temporal Arteritis as a Cause of 
Blindness. Tr. Am. Ophth. Soc, 47:300-316, 1949. 

16. Birkhead, N. C., Wagner, H, P. and Shick, R. M.: 
Treatment of Temporal Arteritis with Adrenal Cortico- 
steroids: Results in 55 cases in which Lesions was Proved 
at Biopsy, J.A.M.A. 163:821-826, 1957. 

111 Blount Avenue, Southeast 


| 
{ 
\ 
\ 
\ 
39 


Abdominal 
Pain 
of Migrainous 


Origin 


WALTER C. ALVAREZ, M.D. 


Chicago, Illinois 


3 some fifteen years ago 
when I took a few weeks off in which to dic- 
tate abstracts of several hundred histories of 
my migrainous patients, I had no idea how 
often these persons complain mainly of attacks 
of abdominal pain, sometimes severe, and 
sometimes associated with retching. Common- 
ly, the pain centers in the right upper quadrant, 
and as a result, the gallbladder is removed. 
That it was innocent is indicated later by the 
fact that after a few weeks or months the pain 
returns as before. In some cases, in the attacks, 
the pain is so severe that excellent surgeons 
become so fearful of the presence of intestinal 
obstruction that they explore the abdomen. 
I cannot blame them because in my youth I, 
too, used to get very uneasy about these 
patients, and occasionally I ordered a futile 
abdominal exploration. 

Eventually, I came to see that there are so 
many ways of recognizing these migrainous 
spells of pain and retching that rarely should 
the physician be much puzzled as to the diag- 
nosis, unless perhaps he sees the patient in her 
first “storm.” After she has had years of these 
spells, their episodal character alone should 
make the diagnosis. The fact that the patient 
always recovered after a day or two, even 
without treatment, tells all that the doctor 
needs to know. The story that she (the patient 
is usually a woman) began years before with 
the spells, perhaps six months apart, and then 
gradually got them more and more frequently, 
is typical of a functional type of trouble. It 
helps much to know that the spells began in 
childhood, or that they took the place of sick 
headaches when these faded out, perhaps in 
the patient’s thirties. It helps greatly to learn 
that the spells of abdominal pain often follow 
the same type of emotional stimulus that used 
to trigger the patient’s sick headaches. It is 
diagnostic of migraine when, just before an 
abdominal storm starts, the woman gets a 
pain in one eye, or has a mild unilateral, throb- 
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bing headache. This, she often does not think 
to mention. Many a time, all I have to do is 
to get this story, and I have the diagnosis 
made. It helps immensely to recognize at a 
glance the typically petite, trimly-built, often 
full-breasted, quick-moving and quick-thinking 
migrainous woman, and it helps to learn that 
she comes of a highly migrainous family. It 
helps me greatly in understanding an unusually 
severe or bizarre migraine to find that, to the 
patient’s migrainous inheritance was added a 
psychotic or an epileptic one. To those readers 
who may see no sense to this idea, I can only 
say that in so many scores of cases of prostrat- 
ing migraine I have found this association that I 
am convinced that it is significant. Elsewhere 
I am publishing a paper on “migraine plus 
something else.” 

Usually, today, I have no difficulty with the 
diagnosis of crisis pain if I can see the woman 
early in a spell. Quickly she is likely to be- 
come apathetic, “fishy-eyed” and uncommuni- 
cative. She will hate to answer questions. Her 
brain is hard hit. With intestinal obstruction, 
one would not expect such a suggestion of 
toxicity until after much vomiting. By the time 
a consultant is called to see one of these 
women, her abdomen has generally been ex- 
plored, and perhaps her gallbladder, appendix 
and pelvic organs removed. In such case, I 
can see no sense in exploring again. 


A Gastric Crisis Type of Attack 


Many of these spells are so much like the 
gastric crises of tabes that I speak of them as 
crises. It is unfortunate that our young physi- 
cians have seldom been taught that severe ab- 
dominal pain can arise in the brain. I remem- 
ber a child with abdominal pain so severe that 
I had her abdomen explored. In two weeks 
she developed symptoms of a brain tumor. 
Recently, I saw an elderly physician with such 
severe abdominal pain that I feared he had a 
cancer of the pancreas. A few weeks later, 
after his sudden death, an autopsy showed that 
his only lesion was a large brain metastasis 
from a tiny bronchial carcinoma. 

In occasional cases, I have seen severe 
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abdominal pain come with a stroke. 

In all of the cases here described nervous 
syphilis was ruled out. Many of the patients 
were studied by a neurologist, and in all acute 
cases I consulted with an able surgeon. If, in 
the cases here reported, I do not present all 
the laboratory and x-ray findings, it is because 
nothing significant was found, and I see no 
sense in wasting my readers’ time on useless 
details. 

Typical of a gastric crisis type of pain is, 
in an attack, an unusually relaxed abdominal 
wall. In some of the cases here described when 
the patient was in pain I could easily palpate 
the front of the lumbar spine. In spells of 
abdominal pain of migrainous origin there is 
often a little diarrhea. 

When, in one of these patients, one learns 
that between spells the person’s digestion is 
perfect, I think one can rest assured that there 
is no lesion in the digestive tract. Actually, I 
know of no lesion in the abdomen that will 
keep causing episodal brief spells of severe pain 
and retching for many years. 

Differential Diagnosis 

INTESTINAL OBSTRUCTION. About the only 
times when the physician need fear an obstruc- 
tion is when he sees a patient in the first or 
second attack. But then he can be cheered by 
the presence of a soft abdomen, which usually 
is not at all bloated, also, normal bowel sounds 
and a normal scout film. He can be cheered 
by the dryness of the retching, and the presence 
of a normal white blood count. When he learns 
that the patient has been having the spells for 
years and perhaps has had her abdomen ex- 
plored three times, he can stop worrying about 
organic disease in the abdomen. 

ACUTE APPENDICITIS. One must think of 
acute appendicitis when one sees a teenager in 
one of her first attacks, but usually organic 
disease in the abdomen can quickly be ruled 
out. When one sees a woman of forty who 
has had the spells for years, one hardly needs 
to think of appendicitis. 

PoRPHYRIA. Porphyria should be thought of 
in puzzling cases, and then the urine should 
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be examined. In this disease one often finds 
what looks like a mild episodic psychosis with 
abdominal pain. Some forebears have had the 
disease. 

Foop ALLERGY. Whenever the woman tells 
me that she will sometimes go for weeks or 
months without a spell, I do not worry about 
food allergy. If the storm were due to that, 
the cause would have to be a food rarely 
eaten, and when a woman is tremendous aller- 
gic to a food rarely-eaten—such as clams or 
swordfish, she usually soon knows what her 
enemy is. Actually, I, who have always been 
much interested in food allergy, have never 
seen it produce the picture of a gastric crisis. 
In my experience, the rare form of very severe 
food allergy produces an anaphylactic type of 
shock in which the patient becomes cyanotic 
and falls out of his or her chair. Fairly severe 
allergy produces bearable crampy pain, perhaps 
with much foul gas, and some diarrhea and 
perhaps some vomiting. 

ABDOMINAL PAIN WITH A MILD PsyCHosIs. 
When, in preparing material for my recent book 
(Practical Leads to Puzzling Diagnosis: Neu- 
roses that Run Through Families, Lippincott, 
1958) I abstracted the histories of five hundred 
and seventy-four neurotic or mildly psy- 
chotic patients, I was surprised to find that 
thirty-seven percent had suffered from a hys- 
terical type of bloating (Alvarez, 1949) some- 
times associated with abdominal pain. Eighteen 
percent of these relatives of the psychotic and 
alcoholic had suffered from repeated spells of 
pain—often abdominal—and eight percent 
had suffered from abdominal discomforts— 
all apparently arising in the disturbed brain. 

A mild psychosis not infrequently produces 
in the patient spells of abdominal pain with 
one or two large bowel movements. In these 
cases, if one can get the person to talk frankly 
(sometimes after several days of questioning) 
one will learn that his spells result from panics 
of fear that he is suddenly going insane, much 
as one or more of his close relatives have done. 

GasTRIC CRISES DUE TO A “FITLEsSS 
EpiLepsy.” A while ago, when I abstracted 
the records of one hundred and fifty-one per- 
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sons recently seen with a mild and usually “fit- 
less” type of epilepsy, I was surprised to find 
how many of them had come to me because of 
abdominal pain, sometimes of a gastric crisis 
type. Hence it is that, now, in all puzzling 
cases of episodal abdominal pain, I quiz the 
patient with care and pertinacity to see if I 
can learn of any queer seizure or blackouts 
or great violence of temper in the patient or 
in members of the family. In all cases of 
doubt, I try to get EEG’s made. Time and 
again, when in these cases I have obtained the 
electric records, they have shown a dysrhythmia 
with seizure activity; and sometimes, then 
Dilantin® has given the patient great relief. 

EPISODAL PSEUDO-PERITONITIS. There is a 
rare form of episodal pseudo-peritonitis that 
must sometimes be thought of. 

POSTERIOR PERFORATING DUODENAL ULCER. 
There is a rare, very painful syndrome due to . 
the posterior perforation of a duodenal ulcer. 
The diagnosis is made usually by getting an 
old history of hunger pain; then the history 
of acute perforation, and finally, the history of 
severe pain every night relieved only occasion- 
ally by taking food. The patient is emaciated. 
His abdomen is soft because the lesion is be- 
hind his peritoneum. At operation the surgeon 
can easily miss the lesion unless he feels be- 
hind the lower end of the stomach. This syn- 
drome does not resemble crises in that it is 
not typically episodal. 


A Typical Case of 
Very Severe “Migraine Plus” 

One of the most remarkable cases of mi- 
grainous abdominal “storms” that I have ever 
seen was that of a thin, petite, usually wide- 
awake, quick-witted and attractive little busi- 
ness woman of 54 whom I saw one day in a 
spell of very severe abdominal pain. In a 
moment I noted the typically apathetic and 
“fishy-eyed” appearance of a person in an 
attack of migraine. Next day, when she was 
over the spell, and could talk, she told me 
that from the age of 17 she had been having 
perhaps three such prostrating attacks a month, 
with great pain in the abdomen and sometimes 
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in the thorax, and much dry retching. She 
had had nine abdominal explorations which 
had shown nothing. A hysterectomy, per- 
formed when she was 34, had not cured her 
migraine. Always, before her abdominal pain 
started, she had a pain in one eye, and some- 
times in her thorax and in one hand. Usually, 
she went quickly into the dazed state. The 
pain in her thorax was so severe that on 
several occasions a diagnosis of pneumonia had 
been made. Her pain was always of a gastric 
crisis type with a soft abdomen. The spells 
would suddenly end after a day or two. 

The patient said she inherited her migraine 
from her mother, and a jittery set of nerves 
from her good-for-nothing drunkard of a father. 
His two brothers drank until they went insane; 
the patient’s sister had such terrible migraines 
her brain was explored surgically for a sup- 
posed tumor; a brother drank himself to death, 
and another brother was a drunken bum; the 
patient had two daughters with severe migraine, 
and her baby daughter, at the age of 3 years, 
died in a status epilepticus. I wanted to have 
EEG’s made, but she would not wait for an 
appointment. She may have had an epileptic 
component. 


Migrainous Abdominal Storms that 
Began in Childhood 

In many of my patients I could make the 
diagnosis of a migrainous crisis the minute the 
woman said her spells had started in her child- 
hood, when they were diagnosed as “cyclic 
vomiting.” A “cyclic vomiting” type of spell 
can be due either to migraine or epilepsy or 
to a bit of both (Millichap, Lombroco and 
Lennox, 1955; Wallis, 1956; and Hoefer, 
Cohen and Greely, 1951). 

To illustrate: for years, a bright but neu- 
rotic girl of 18 had been having violent 
attacks of abdominal pain and soreness. In 
between spells, she had no indigestion. Her 
mother, the mother’s sister, and the patient’s 
brother were all highly migrainous, and hence 
when, in a spell, I found the girl’s abdomen 
soft and her pulse and temperature normal, 
I felt satisfied that what she had was a severe 
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migrainous equivalent. I begged the family 
physician not to have the girl’s abdomen ex- 
plored, but he went ahead—and found noth- 
ing. Later, we found that her spells could 
be stopped with Gynergen.® 

Another bright and pleasant, but frail-look- 
ing and constitutionally inadequate girl of 15 
said she had never been able to romp with 
other children because exercise was so likely 
to bring on a terrible spell in which she would 
first feel tired and exhausted. Then her eyes 
would burn and get red, and soon she would 
be doubled up with abdominal pain. At first 
this pain would appear on the left side, but 
later it would move into her epigastrium and 
into her back. With this there would be fever 
as high as 104 degrees F, much gas in her 
bowel, and some nausea and constipation. 
There never was any headache. After twenty- 
four hours of distress, the child would begin 
to vomit, and then she would retch at hourly 
intervals for several days, or sometimes for a 
week. Between these short spells of retching, 
she would doze. 

When not in an attack, the girl was well. 
Her mother said that many of the spells re- 
sembled migraine in that they followed excite- 
ment or an examination at school. Typical of 
nervous “storms” was the fact that on one 
occasion the child went a year without a spell. 
Fortunately, her family doctor agreed not to 
operate, and within the next few years she 
outgrew the spells and then had no more. This 
outcome tended to confirm my diagnosis of a 
migrainous equivalent. In this case, as in many 
others, I suspected that the severity of the 
syndrome was due to a combination of two 
unfortunate heredities. Several members of the 
family were highly migrainous, and the mother’s 
father was insane. The mother’s share of the 
psychotic inheritance may have been her con- 
stitutional inadequacy which she passed on to 
her daughter. 

Another young woman with a gastric-crisis 
type of abdominal pain told me her “storms” 
had started in early childhood with severe 
migraines. The headaches quit when she was 
16, but she went on having the attacks of 
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abdominal pain. She was extremely sensitive 
to many things. For instance, with the slightest 
smell of tobacco she would go into a spell of 
migraine. She appeared to have also an hys- 
terical element in her trouble. 

From childhood on, a woman of 26 had 
been having spells of severe bilateral throbbing 
headache, often preceded by vomiting, a sco- 
toma, and some dizziness. Occasionally, in a 
spell she would have severe pain in the lower 
half of her abdomen, so severe that it doubled 
her up. In these spells she sometimes had a 
brief episode of diarrhea. Typical of migraine 
was her freedom from these attacks during her 
pregnancies. The extreme severity of the syn- 
drome could perhaps be explained by the fact 
that she had, besides her migrainous heredity, 
a psychotic one—some of her near relatives 
were insane. 

A fine-looking actress, aged 30, suffered 
from severe attacks of abdominal pain asso- 
ciated at times with a distressing migraine. 
These storms had started when, at the age of 
nine, she had chorea with some sort of a 
“nervous breakdown.” When I saw her, her 
abdomen had been explored, and nothing had 
been found. She was probably the worse for 
a poor nervous inheritance from a psychotic 
father. I was the surer of my diagnosis when 
I found that her spells could be controlled 
with Gynergen®. 

A pleasant and intelligent, but highly neu- 
rotic, woman of 35 had been having severe 
migrainous spells since the age of 5. When 
she was 30, the headaches became easier, but 
she began to have “terrible stomach-aches,” 
which doubled her up. There was alcoholism 
and epilepsy in some Of her relatives. 


Migrainous Women who Would 
Go into a Semi-Comatose Spell, 
with Great Abdominal Pain 


Some of the worst gastric crises I have ever 
seen kept attacking an odd, but intelligent and 
highly migrainous woman of 50. She would 
suddenly go into an attack of severe abdom- 
inal pain with nausea and retching. This syn- 
drome looked so much like that of an intes- 
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tinal obstruction that, on two occasions, able 
surgeons explored her abdomen. They found 
nothing. What impressed me was the semi- 
coma with which the spells started. From the 
first minute, she would become apathetic and 
confused, and would answer questions in a 
slow and mumbling speech. She would stay in 
this half-conscious state for perhaps three days, 
and then suddenly wake up well. I diagnosed 
migraine when I found that her spells all 
started with a mild unilateral headache. Her 
storms may have been so severe because she 
had inherited a tendency to psychosis from her 
mentally-disturbed father and grandfather. The 
triggering cause for her spells was much annoy- 
ance from a psychotic husband. Years later, 
she told me that when she divorced the man, 
she had no more trouble. 

Another eccentric woman of 40, with violent 
sick headaches, occasionally had a spell of 
semi-coma with severe abdominal pain, retch- 
ing, great faintness and much apathy. All day 
she would lie on her bed, dull-eyed, and unre- 
sponsive to questioning. Sometimes, she would 
begin the spell with diarrhea. With an insane 
ancestry, she was at times mildly psychotic. 

Another migrainous woman, very worri- 
some, suffered mainly from brief spells of 
abdominal pain in which she would seem semi- 
conscious, and unable to answer the questions 
of her anxious family. Significant was the fact 
that the abdominal “storm” usually started with 
a sick headache. 

A young neurotic and somewhat depressed 
woman seen in her early thirties, for ten years 
had been having one attack of abdominal pain 
after another, associated with a semi-coma, 
and much retching. On several occasions doc- 
tors had rushed her to a hospital, fearing intes- 
tinal obstructions, but fortunately, she never 
had been operated on. A glance at her in a 
spell—dull-eyed—showed a typical attack of 
severe migraine. She had suffered much annoy- 
ance at the hands of some alcoholic and psy- 
chotic relatives. With a few electroshock treat- 
ments she cheered up, she got a job, and for 
several years was well. 

A nervous little woman of 41 was having 
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gastric crises which began with a semi-coma 
and then obstipation, nausea, retching, and 
pain. Such spells lasted two or three days. On 
four occasions her abdomen had been explored, 
and her stoneless gallbladder had been re- 
moved, all to no purpose. In the two spells in 
which I saw her, she had a typical gastric 
crisis of migrainous type. Every spell had be- 
gun with a unilateral headache. I found I 
could block the spells with an injection of 
Gynergen. Later, by keeping her emotions 
under better control, she succeeded in cutting 
down on the frequency of the spells. 


Persons with Migraine Made Worse by 
Occasional Depressions 


An unmarried woman of forty-nine, with 
terrible migraine and several psychotic rela- 
tives, was very nervous and occasionally de- 
pressed. Because, with her headaches she had 
a gastric crisis type of abdominal pain, sur- 
geons had explored her abdomen three times— 
finding nothing. 

A handsome migrainous woman of 38, very 
tense and with some psychotic ancestors, had 
occasional brief depressions, spells of hysterical 
bloating, spells of paralyzing fatigue, and sick 
headaches with gastric crises. A surgical ex- 
ploration had shown nothing wrong. 

A woman with unusually severe migraines 
was at times badly depressed. Her sister had 
been insane. Every two or three weeks my 
patient would go into a spell of crisis-like ab- 
dominal pain. No abdominal cause was ever 
found for the “storms.” 

An ex-school teacher, in her fifties, typically 
migrainous, had suffered depressions. For 
years, she had had spells of left lower quadrant 
abdominal pain for which no cause could ever 
be found. After much study, I was satisfied 
that the pains were equivalents of migraine. 


Two Cases of Abdominal Pain with 
Migraine Made Worse by 
Constitutional Inadequacy 


A neurotic and constitutionally inadequate 
woman, at the age of 36, was still having severe 
migraines. With the headaches, she had spells 
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of severe abdominal pain, sometimes with hys- 
terical bloating, Twice her abdomen had been 
explored; once a useless gastroenterostomy had 
been performed, and once she had a fruitless 
operation for supposed duodenal stasis. Much 
study satisfied me that her pain was an equiva- 
lent of migraine. 

A sallow, constitutionally inadequate woman 
of 54 complained bitterly of attacks of ab- 
dominal soreness, each preceded by a migrain- 
ous headache. In the spell she would vomit 
steadily, sometimes for three days. Hurrying 
would always bring a spell, which fact, of 
course, was almost diagnostic of migraine. 


Attacks of Violent Retching 


In some cases of a life-time migraine, the 
headache and abdominal pain go, and all that 
is left is retching. For instance; an intelligent, 
cheerful, married woman of 45, with several 
migrainous relatives, complained of attacks of 
uncontrollable retching which had often caused 
her physicians to fear an intestinal obstruction. 
They would hospitalize her and sometimes pre- 
pare her for operation but before the operat- 
ing-room was ready, she would get well! Much 
study convinced me that her “storms” were 
coming out of her brain. Highly significant was 
the fact that in her youth, her spells were 
typically migrainous with severe retching. 
Later, the headaches quit, leaving only the 
retching. What clinched the diagnosis of mi- 
graine was the fact that she had a scintillating 
scotoma before each spell. 

MIGRAINE PLUS SILENT GALLSTONES. Ac- 
cording to three histories taken at intervals by 
three assistants, the stout, fortyish woman sit- 
ting before me one day had suffered much 
from gallstone “colics.”” She had had a stone- 
filled gallbladder removed, but she had gone 
right on with the same old “colics.” Her phy- 
sicians at home had suspected the presence of 
common duct stones, and my assistants had 
decided that this diagnosis was the logical one. 
But then, to my astonishment, I learned that 
never in her life had she had the slightest pain; 
all she had had were spells of retching, lasting 
each time for two days. Then, I drew out the 
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fact that always her spells had begun with a 
typically migrainous pain in one eye, and a 
typically migrainous apathy and depression. 
Morphine had never helped, but her good doc- 
tor at home had found that an injection of 
Gynergen would block a spell. Evidently, she 
had had migraine plus silent gallstones, and 
each assistant, when taking her history, had 
assumed that any abdominal “storm” com- 
plained of by a woman with gallstones could 
be called a “colic.” 


Cases of Migrainous Crisis Pain 
Apparently Cured by a Cholecystectomy 

A somewhat hysterical nun was seen first 
when she was 23. She was then having severe 
pain in the right upper quadrant of her abdo- 
men, always associated with an attack of mi- 
graine. Much against my advice, she let her 
home surgeon remove her normally-functioning 
and stoneless gallbladder. After this, she said 
she was much better; but, in a few months, the 
old spells of migraine and abdominal pain 
returned just as before, except for the fact that 
the pain had moved over to the /eft upper 
quadrant! 

An unmarried migrainous woman of 35, a 
hysterical bloater with psychotic relatives, for 
five years had been having attacks of severe 
pain in the right upper quadrant of her abdo- 
men. It doubled her up and required morphine 
for relief. After a year of this, a stoneless 
gallbladder was removed. She felt better for 
nearly three years, and then the same old 
cramping pains returned, but this time on the 
left side. 

A woman of 39 was seen first in 1924 with 
devastating sick headaches, each of which 
lasted two or three days. Sometimes these 
spells were associated with severe pain starting 
in the thorax or upper half of the abdomen, 
and running up into her neck. She had a 
silent soft stone in a normally-functioning gall- 
bladder. Much against my advice, a surgeon 
removed it. The abdominal pains continued, 
and when I saw her again in 1930, she was 
still having them. 

Among patients of this type whom I have 
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seen, the record for a long period of recovery 
after the removal of a normally-functioning and 
stoneless gallbladder was held by a highly mi- 
grainous woman with migrainous gastric crises 
which let up for six years after her colecystec- 
tomy. Then the old severe headaches with 
violent abdominal pains returned exactly as 
before. 


Curious Spells of Abdominal Pain in Men 


A physician with severe migraines was seen 
at intervals over several years. He complained 
of attacks of abdominal pain, so bad that in 
one of them he got a surgeon to explore his 
abdomen. He had felt sure he must have an 
intestinal obstruction, but nothing was found. 
After a while, he again had his abdomen ex- 
plored but, again, nothing was found. When 
I saw him, he at last was ready to admit that 
the spells were probably equivalents of his 
severe migraine. Suggesti e was the fact that 
the spells of abdominal pain came as his head- 
aches did—starting up with the same triggers. 
Also, before each gastric crisis he had his old 
migrainous aura of a feeling of great well- 
being. 

A migrainous man of 45 said that when he 
was 11 he began to have weekly spells of severe 
abdominal cramps, sometimes preceded by a 
frontal headache of throbbing type. These 
spells were brought on by nervous tension. 
There never was any nausea or vomiting. Be- 
tween spells his health was good, except for 
sudden episodes of fatigue of a migrainous 
type. During thirty-four years nothing wrong 
was ever found by exploring his abdomen 
surgically. 


Summary 


Among highly migrainous persons, and es- 
pecially migrainous persons who have a psy- 
chotic inheritance, spells of severe abdominal 
pain, sometimes with retching, are not uncom- 
mon. The pain often is felt in the gallbladder 
region, but cholecystectomy does not work a 
permanent cure. In one case the patient was 
well for three years, and in another case, for 
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six years. In two other cases the pain, origi- 
nally in the gallbladder area, returned on the 
left side. 

In many cases, the abdominal pain is so 
severe that one or many exploratory operations 
are performed. The surgeon can easily avoid 
operating by getting the history of oft-repeated 
episodal attacks which begin usually with pain 
in one eye, often with much apathy and often 
after some emotional upset. It helps to know 
that the patient is highly migrainous; perhaps 
that there were sick headaches in childhood, 
which changed later into spells of abdominal 
pain or perhaps just retching. It should warn 
the surgeon against operating when he hears 
of two or more previous surgical explorations 
which showed nothing. 

It should help the surgeon to note that the 
abdomen is soft, and that the pulse rate and 
white blood count are practically normal. He 
should remember that many an abdominal pain 
arises in the brain. 

In making a differential diagnosis, the phy- 
sician must rule out intestinal obstruction, 
acute appendicitis, food allergy, a mild psycho- 
sis, porphyria, a mild epilepsy, pseudo-perito- 
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STOP AT CORONER'S CORNER... 


Read the stories Doctors write of their 
unusual experience as coroners and 
medical examiners. 
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Diagnosis of Hemorrhagic 


The hemostatic mechanism is sche- 
matically outlined and the tests used 
to individualize the commonest hemor- 
rhagic conditions are _ described. 


z. diagnosis of a specific hemor- 
rhagic disease is often difficult to make on the 
basis of history and clinical observation 
alone. The identification of a charactertistic 
mode of hereditary transmission of a trait 
may be helpful for the identification of a famil- 
ial disorder. However, even patients affected 
by a congenital hemorrhagic disease frequently 
give a completely negative family history. Fur- 
thermore, a pattern of inheritance may be com- 
mon to more than one condition. The family 
history, for instance, is negative in about thirty 
percent of hemophiliacs. “Plasma thrombo- 
plastic component” (PTC) deficiency may be 
transmitted with the same pattern as hemo- 
philia. 

Even the personal past history may be com- 
pletely non-contributory in spite of the fact that 
the patient is congenitally affected by a hemor- 
rhagic disease. This occurs, for instance, in the 
so-called “mild hemophilia.” In some of these 
cases the bleeding tendency may reveal itself 
only on occasions of accidental or surgical 
traumata, late in life. 

The physical examination may be helpful in 
recognizing the group to which a hemorrhagic 
diathesis belongs. Petechiae, for instance, are 
usually a manifestation of vascular damage 
while hematomata are commoner in coagula- 
tion defects. Hemarthroses are commoner in 
hemophilia but are certainly not specific for this 
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condition since they may be observed in factor 
V deficiency and PTC deficiency states. 

In view of these facts it is evident that the 
more subtle differences between the various 
diseases, so important for the administration of 
effective therapy, can be revealed only by 
laboratory procedures. 

Relatively few screening tests are usually 
sufficient to reach a satisfactory diagnosis of 
most of the hemorrhagic disorders. These tests 
can be interpreted correctly only if the mech- 
anism of hemostasis is well understood. The 
continuous expansion of our knowledge in this 
field, the innumerable variation of experimental 
methods and the differences in terminology 
from one author to another may discourage the 
esoteric from analyzing the voluminous litera- 
ture on hemorrhagic diseases. The mechanism 
of hemostasis is far from being completely 
clarified, but some of the known facts allow the 
outline of a theory useful for the practical pur- 
poses of classifying a bleeding patient. 

Physiologic hemostasis is the result of vas- 
cular action and of the coagulation process. 
The vascular phase of hemostasis, which may 
be considered as an action of first aid, is mani- 
fested by constriction of the arterioles and 
dimunition of the blood flow from the wound. 
The coagulation phase, leading to the forma- 
tion of a clot, initiates the permanent repair of 
the lesion. The biood platelets are the liaison 
between these two phases. On one hand they 
work together with the blood vessels: they 
aggregate at the site of an injury and release 
substances which enhance the vasoconstriction 
(probably serotonin among them). They also 
contribute essentially to the maintenance of the 
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COAGULATION PHASE 


integrity of the vascular bed initiating the re- 
pair of endothelial damage resulting from the 
endless minimal traumata associated with the 
physiologic circulation of blood and the cellu- 
lar catabolism. On the other hand, the plate- 
lets work together with the plasma making 
available, probably through their lysis, material 
necessary for the triggering of the coagulation 
mechanism. This material is called “partial 
thromboplastin” or “pro-coagulant.” The 
process of hemostasis is outlined in Figure 1. 

The factors involved in the dynamics of co- 
agulation are listed in their probable order of 
appearance in the left column of Figure 2. The 
resulting products of their interaction are indi- 
cated in the right column. Some of the syno- 
nyms of commonest use are listed in Table 1. 
The factors of the right column of Figure 2 are 
called “temporary” because their presence 
within the vascular bed is limited to the period 
of formation of the clot. The clot itself (made 
mainly by fibrin) will eventually disappear. 
Antithromboplastin, antithrombin and fibrino- 
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lysin are responsible for the counteraction of 
the active temporary factors. In contradistinc- 
tion, the “plasma factors” are physiologically 
always present and their disappearance or 
diminution may result in hemorrhagic diathesis. 

The knowledge that the clot formation takes 
place in four stages is of great importance for 
the classification of bleeding syndromes and the 
interpretation of the screening diagnostic tests. 


Screening Tests for the Investigation 
of the Vascular Phase of Hemostasis 


Only two tests are of practical value to assess 
directly the function of the capillaries and 
arterioles: (1) Capillary fragility test and (2) 
bleeding time. Information on the cause of 
capillary damage may be obtained by (3) 
platelet estimation and (4) assessment of clot 
firmness. 


From the Thomas Henry Simpson Institute for Medical 
Research, University of Michigan, Ann Arbor, Michigan. 
* Deceased. 
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TABLE 


NAME USED IN TEXT 
Procoagulant of Platelets 


Antihemophilic Factor (AHF) 


Plasma Thromboplastin Component (PTC) 


Factor V 


@ CAPILLARY FRAGILITY TEST—The appli- 
cation of a tourniquet will produce increase of 
pressure in the capillaries and breakage of an 
abnormally fragile wall. The same effect can 
be obtained applying negative pressure in a 
small area with a cup connected with an air- 
tight syringe. This latter method allows mul- 
tiple determinations at short intervals. These 
tests give information on the condition of the 
capillary wall but may be misleading. About 
fifteen percent of normal subjects have a posi- 
tive capillary fragility test while about twenty 
percent of thrombocytopenic patients with 
active bleeding have a negative test. A number 
of exogenous factors influence this test: cold 
and vasoconstrictive drugs, for instance, may 
prevent the formation of petechiae even in 
thrombocytopenic patients with active bleed- 
ing. 


@ BLEEDING TIME—The production of a 
small cut in the skin is followed by bleeding, 
normally not longer than five to seven minutes. 
This test gives information on the reactivity of 
the arteriolar and capillary wall. In our experi- 
ence it is a very reliable method. We never 
observed bleeding longer than seven minutes 
in one hundred normal subjects. In thirty-five 
thrombocytopenic patients with active bleed- 
ing, the test was negative only in one case of 
hematuria associated with leukemia. The tech- 
nique of Ivy is preferred by us., This consists 
of making a 3 mm. deep and 3 mm. long cut 
on the skin of the forearm with a blade. Then 
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SYNONYMS 


Thromboplastinogenase 
Partial thromboplastin 


Antihemophilic globulin 
Factor VIII 
Thromboplastinogen 


Christmas factor 


Ac-globulin 
Labile factor 


a pressure of 40 mms. of mercury is applied 
above the elbow fold with a blood pressure 
cuff. The drops of blood are scooped from the 
wound with the edge of a piece of filter paper 
every one-half minute. An abnormally pro- 
longed bleeding time may be stopped simply 
by releasing the pressure. We found this test 
useful in grading the degree of capillary dam- 
age in thrombocytopenic patients and in evalu- 
ating the results of treatment of these individ- 
uals with platelet transfusions. The length of 
the bleeding time is, in fact, roughly propor- 
tional to the severity of bleeding tendency. We 
administer prophylactic platelet transfusions to 
thrombocytopenic patients only if the bleeding 
time is longer than twenty minutes. 


@ PLATELET ESTIMATION is an indispensable 
test for evaluation of the type of a vascular 
defect. The observation of a normal number 
of platelets in the presence of a prolonged 
bleeding time is indicative of primary vascular 
defect and, of course, excludes thrombocyto- 
penia. The detection of thrombocytopenia re- 
quires further investigation of its pathogenesis. 
Leukemia, aplastic anemia and idiopathic or 
secondary thrombocytopenic purpura should 
always be considered as possible causes. The 
simple quantitative estimation of platelets on 
blood film is usually adequate as a screening 
diagnostic test. 


@ CLOT FIRMNESS can be grossly assessed 
by the clot retraction test. However, this tech- 
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Hageman factor} 


Factor V 


Stable factors (Stuart factor, serum 
prothrombin conversion factor, 


Factor VII) 


Prothrombin 
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FIGURE 3 


nique is unreliable unless observation of the 
specimen is carried out at several hours after 
its withdrawal. The relatively new technique of 
thrombelastography affords a much more pre- 
cise assessment of the clot firmness. A perma- 
nent graphic recording of the tensile strength 
of the fibrin fibers is also obtained with the 
thrombelastographic apparatus (Figure 3). 
The basic elements of it are a cup (A) in 
which the blood specimen is placed. A plunger 
(B) suspended from a wire and connected with 
a mirror (C) is immersed in the blood. A 
layer of blood is left between plunger and cup. 
The cup is slowly moved to and fro by an 
automatic mechanism and a beam of light, 
reflected from the mirror on a strip of photo- 
graphic film (D) advanced by a time mech- 
anism, will produce a straight line as long as 
the blood is fluid and the pin, consequently, 
immobile. As soon as fibrin strands are 
formed, the pin is taken in the movement of 
the cup and the light will trace the pattern 
showed in Figure 4A. The amplitude of the 
excursion of the light beam, namely the dis- 
tance between the two lines of the pattern, is 
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proportional to the strength of the fibrin con- 
necting cup and pin. The fibrin changes, in 
turn, are influenced by the number of platelets 
present in the blood. In thrombocytopenic 
conditions the fibrin strength is decreased and 
the distance between lines shorter (Figure 
4B). The length of the straight line is equiva- 
lent to a whole blood clotting time test and is 
prolonged in hemophilia and related condi- 
tions (Figure 4C). With this technique it is 
also possible to record the lysis of the clot 
which suggests the occurrence of fibrinolytic 
phenomena in vivo if observed within two 
hours from the withdrawal of the blood from 
the patient (Figure 4D). 

If the four tests outlined above did not yield 
information on the mechanism of a patient’s 
hemorrhagic phenomena, their cause should be 
searched in the coagulation phase of hemo- 
stasis. 


Screening Tests for the Investigation 
of the Plasmatic Phase of Hemostasis 


The following tests are usually adequate for 


the localization of a plasmatic coagulation 
defect: 


@ WHOLE BLOOD CLOTTING TIME: If pro- 
longed, any of the plasma factors listed in 
Figure 2 may theoretically be deficient. In 
practice, however, the decrease of calcium 
compatible with life has never been observed 
to provoke a coagulation defect. Platelet de- 
ficiency should probably be complete and the 
deficiency of factors of the II, III and IV stages 
severe, before a prolongation of the clotting 
time is observed. On the contrary, even a mild 
deficiency of the factors of the first stage may 
result in a slight abnormality of this test. A 
normal whole blood clotting time, therefore, 
does not exclude a coagulation defect. A pro- 
longed whole blood clotting time is, in the 
majority of cases, due to a defect of the first 
stage of coagulation, but any other abnormality 
(with the exclusion of hypocalcemia) can be 
incriminated. As mentioned before, the whole 
blood clotting time can also be calculated from 
the thrombelastogram. 
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@ RECALCIFICATION TIME of the oxalated 
plasma yields the same information as the 
whole blood clotting time technique. The test 
is carried out adding a solution of calcium 
chloride to the oxalated plasma and observing 
the time necessary for the formation of a clot. 

Since the tests described above are non- 
specific, further investigation is necessary to 
localize the plasma defect and first of all the 
“prothrombin time” should be carried out. 


@ “PROTHROMBIN TIME:” This test may be 
considered equivalent to plasma recalcification 
time in presence of a tissue extract. This sub- 
stance, named “tissue thromboplastin,” substi- 
tutes the end product of the reactions which 
take place in the first stage of the physiologic 
process of coagulation. In other words, the 
tissue thromboplastin replaces plasma thromo- 
plastin. Therefore, the addition in excess of 
tissue thromboplastin obliterates any deficiency 
of the factors of the first stage. Parenthetically, 
this is the reason why this test is normal in 
hemophilia and other defects of the first stage. 
The abnormality of the “prothrombin time” 
may be due to the deficiency of any of the fac- 
tors of the second, third and fourth stage of 
coagulation. A fibrinogen deficiency is ex- 
cluded simply by the fact that a clot is formed 
at the end of the whole blood clotting time 
test. This usually requires the presence of at 
least 100 mgms. of fibrinogen per ml. The 
localization of the defect in a plasma which 
demonstrated a prolongation of the “prothrom- 
bin time” may be further pursued by the fol- 
lowing tests: 


@ QUALITATIVE DETECTION OF FACTOR V 
DEFICIENCY: The addition to normal plasma 
of barium sulphate powder (100 mgms. per 
ml.) and separation of the supernatent by cen- 
trifugation after twenty minutes of incubation 
yields a material which is rich in factor V but 
yields in factor VIJ and prothrombin. The 
addition (in equal parts) of such material to a 
plasma with prolonged “prothrombin time” 
and repetition of the same test will result in 
correction of the abnormal value previously 
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- obtained only if the patient’s plasma is defec- 


tive in factor V. 


@ QUALITATIVE DETECTION OF FACTOR VII 
DEFIENCY: Normal plasma stored for more 
than a week in an icebox or incubated at. 37° 
C for forty-eight hours, is deficient of factor V 
but rich in factor VII. The procedure described 
above repeated substituting aged plasma for 
barium sulphate treated plasma will result in 
correction of an abnormal “prothrombin time” 
only when stable factors are deficient in the 
patient’s plasma. 


@ PROTHROMBIN DEFICIENCY can be in- 
directly established if the “prothrombin time” 
of a plasma is prolonged but factor V, factor 
VII and fibrinogen are present in normal 
amounts. 

If the “prothrombin time” is normal and the 
whole blood clotting time or plasma recalcifica- 
tion time are prolonged, the abnormality is 
usually localized in the first stage of the coagu- 
lation mechanism. 


@ SERUM PROTHROMBIN ESTIMATION: A 
confirmation of the above mentioned deduction 
may be given by the so-called “prothrombin 
consumption test,” by some authors better 
named “serum prothrombin estimation test.” 
As this last denomination implies, with such 
technique the amount of prothrombin con- 
tained in serum is estimated. If the end result 
of the reactions which take place in the first 
stage of coagulation is optimal and the plasma 
factors of the II, III and IV stages are nor- 
mally present, the prothrombin will be com- 
pletely used and no trace will be found in the 
serum. If, on the other hand, the plasma 
thromboplastin formed in the first stage is of 
insufficient quantity, some prothrombin will 
pass unchanged in the serum. The amount of 
prothrombin present in this fluid is roughly 
proportional to the gravity of the defect in 
formation of plasma thromboplastin, larger 
quantities being found with graver defects. A 
simple test to detect serum prothrombin is that 
of Sussman et al.? This is nothing but a “pro- 
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thrombin time” done on serum after addition 
of commercial fibrinogen to this fluid to replace 
the clottable material of which the serum is 
deprived. 

Further investigation to attempt the localiza- 
tion of the defect is possible. For practical 
purposes only the tests for AHF and PTC de- 
ficiencies may be considered here. Those de- 
fects are the commonest of the category. 


@ QUALITATIVE DETECTION OF AHF DE- 
FICIENCY: The same material used for the 
qualitative diagnosis of factor V deficiency is 
used for the present test. This is possible be- 
cause barium sulphate treated plasma contains 
AHF in addition to factor V but no PTC. The 
barium sulphate treated plasma is added to the 
plasma under study in proportion of one to 
one and a recalcification time is done on the 
mixture. If this mixture demonstrates a reac- 
tion time of at least fifty percent shorter than 
the patient’s plasma alone, the defect is most 
probably due to AHF deficiency. 


@ QUALITATIVE DETECTION OF PTC DE- 
FICIENCY: Normal serum contains PTC but 
not AHF. If a plasma demonstrated normal 
“prothrombin time” but prolonged whole blood 
clotting time and prolonged recalcification time 
not corrected by the addition of barium sul- 
phate plasma (AHF activity test), the defect 
is most probably PTC deficiency. This can be 
further substantiated by performing a recalcifi- 
cation time of the patient’s plasma to which 
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normal serum was added in proportion of one 
to one. If the reaction time of the mixture is 
at least fifty percent shorter than the patient’s 
plasma alone, the defect is most probably PTC 
deficiency. 


@ QUALITATIVE TEST FOR PRESENCE OF 
FIBRINOGEN: As mentioned above, the simple 
observation of a clot in the blood, means that 
at least 100 mgms. of fibrinogen are contained 
in its plasma. If a quick answer about the pres- 
ence of fibrinogen in a blood specimen that 
does not clot is wanted, one of the following 
expedients might be used. The addition of 
tissue thromboplastin in proportion of about 
one part in ten of blood will hasten the coagu- 
lation of blood even if defective of factors of 
the first stage. The addition of a few drops 
of a thrombin solution will provoke coagulation 
of blood in any deficiency status with the ex- 
clusion of fibrinogen deficiency. If these sub- 
stances are not available, heating of tae blood 
at fifty-six° C for ten minutes will hasten the 
coagulation of blood even in deficiency con- 
ditions different from the fibrinogen defect. 

The conditions not mentioned here are of 
rarer occurrence and their diagnosis usually 
requires the availability of a specialized labora- 
tory; with the technique described above, how- 
ever, perhaps ninety-five percent of the known 
hemorrhagic diseases can be diagnosed with 
enough precision to provide the correct therapy 
to the patient. 
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HYPNOSIS: 


PRINCIPLES AND PRECAUTIONS 
IN GENERAL PRACTICE 


JACOB H. CONN, M.D., Baltimore, Maryland 


history of hypnosis repeat- 
edly has demonstrated that hypnosis has been 
destroyed, not by the excessive criticism of its 
skeptical opponents, but by the extravagant 
claims made by its overly enthusiastic propo- 
nents.*° 

There is no easy way to cure a severe neuro- 
sis. There is no short cut which will overcome 
the soul searing guilt of hostility or the painful 
canker of pathological jealousy. The patient 
needs time and the understanding support of a 
doctor with whom he can identify himself, 
before he can surrender his defenses and 
live comfortably without his neurotic encum- 
brances. This is just as true for the hypnotized 
patient as it is for the patient who is being 
analyzed.* ® 11 

The neurotic patient is afraid to think for 
himself. He is no longer capable of making 
decisions and of taking responsibility for what 
he says and does in every day living. He has 
developed a rigid, compulsive pattern of behav- 
ing in which anxiety has become the measure 
of what he can or cannot accomplish. He no 
longer can reflect or decide what to do on the 
basis of his past experience and the present 
life situation, but can only use his neurotic ten- 
sion as a guide whether to remain where he is 
or make a hasty retreat, a flight to the safety 
of his home, where he temporarily is free from 
being pointed out as the quaking, terrified, in- 
dividual that he is.*: 

If this is an accurate description of the aver- 
age neurotic patient, how are we to account 
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for the many “quick” cure neuroses that are 
reported in a number of current textbooks, 
which are designed for the use of the general 
practitioner? First, there are few long time 
follow-ups and only the successful cases are 
selected for publication while the many failures 
are seldom reported. All of us can recall a 
patient who seemed to be free of complaints 
after brief hypnotherapy who not long after- 
ward was being treated by a colleague. 

Second, many patients insist that they are 
well (a flight into health) in order to avoid 
facing unpleasant personal issues, which they 
might have to do something about, but as they 
cannot, they profusely thank the doctor for his 
“miraculous” cure and hurriedly depart, before 
any real insight can be attained. 

Neurotic patients are afraid to get well too 
quickly, because they are not mature enough 
to live without gratifying dependent infantile 
needs. They seek someone to cling to for sup- 
port, sympathy and guidance, and react by 
feeling guilty and hostile, if they are frustrated 
in their need to get closer and become more 
dependent. 

Bertha B. is an immature mother of two 
children, who was unable to cope with a domi- 
neering mother, a passive, dependent husband, 
a phobic younger son, and an asthmatic older 
boy. She demonstrated her failure to master 
this situation by developing severe exhaustion 


Henry Phipps Clinic, Johns Hopkins Hospital, Balti- 
more, Maryland. 
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and a feeling as if she were about to collapse. 
The patient recovered and was symptom-free 
after three hypnotic sessions over a period of 
three weeks, nevertheless, she became more 
unhappy. When asked why, she said, “When I 
was sick I was the center of attention. My 
brother, who seldom came to see me, visited 
often and was interested in me. My mother 
was more understanding, and even my husband 
was helpful. I was happier when I was nervous 
than I am now. Now that I am well no one 
seems interested in me any more. / guess I got 
well too soon.” A week later all of her symp- 
toms had returned and it was two years before 
they disappeared again and she was able to live 
without her neurotic defenses. 

Hypnotherapy, if it is to be accepted as one 
of the dynamic psychotherapies, cannot re- 
main naive and unsophisticated, but must 
learn to avoid the erroneous practices which 
have proven ineffective over a period of 50 
years.’° 

The doctor cannot turn the therapeutic clock 
back to the time when hypnosis was the only 
way to help the neurotic patient. The patient 
cannot be coerced into getting well by any 
approach decided on in advance by the doctor. 
The patient will recover when he is ready and 
able to do so and the doctor cannot speed up 
the healing process by telling the hypnotized 
patient what is wrong or how to get well.® 

Yet almost every recent book written for the 
general practitioner extols the virtues of going 
back, far back, into the past and encourages 
the patient to melodramatically emote, to 
“abreact,” as if this emotional release of past 
traumatic memories will unconditionally or in- 
variably be followed *y a cure. 

This reminds me of the story told by the 
TV comedian, Sid Caesar, when he played the 
role of the Professor who was seeking an ex- 
planation of his patient’s chronic insomnia: “I 
made him go back, as far back, as he could in 
his memory,” said the Professor, “Until the 
patient remembered that when he was an in- 
fant, his mother had told him to open his eyes, 
and then had forgotten to tell him when to 
close them!” 
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If this appears humorous, let me tell you 
about the patient from a city in the deep South, 
who was referred to me for the treatment of 
torticollis. He was a successful, ambitious 
business executive who had “outgrown” his 
wife and was thinking of divorcing her. In a 
matter of several minutes after readily entering 
the trance state his head became as straight as 
an arrow. The patient was aroused and per- 
mitted to see the “wonderful” cure in a mirror, 
but immediately expressed himself, as being 
dissatisfied. “Why,” he asked, “can you do 
this and why can’t I?” “I won't be satisfied 
until I can do it myself.” As he departed for 
home he asked me for the name of a book, and 
I mentioned Horney’s The Neurotic Personality 
Of Our Time. The patient wrote to me several 
months later, that the book had contained a 
statement (which is untrue), that all that was 
necessary to effect a cure was that he “remem- 
ber” an early trauma. The patient was pleased 
to report, that he had succeeded in recalling an 
early trauma, which had occurred at two, when 
he had a hernia operation and “almost died.” 
“Certainly,” he wrote, “that must have been a 
real traumatic experience for a two year old.” 
He had been able to straighten out his head 
and to keep it straight, since he had recalled 
this traumatic event, and promised to come to 
visit me so as to prove that he was symptom 
free. A few months later he dropped in on his 
way to Washington to demonstrate that his 
head was “as good as new.” 

Under hypnosis the recall of a single trau- 
matic event or series of traumatic experiences 
(which are often spurious) is not invariably 
associated with cure. It, therefore, is wrong in 
principle and misleading in practice to begin 
by informing the patient directly or indirectly 
that he will recover as soon as he can recall 
certain “buried” memories. What usually hap- 
pens is that the patient feels compelled to fab- 
ricate t.aumatic events in order to please the 
hypnotist. Hull has demonstrated that patients 
fabricate more readily under hypnosis than in 
the waking state.’® It also is an accepted clini- 
cal observation that each hypnotist obtains 
those psychological contents, which he has in- 
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dicated to his patient as being the ones that 
interest him. 

I used to wonder why certain hypnothera- 
pists always report that their patients are 
vividly experiencing sex relations, acting-out 
their hostilities, and expressing themselves by 
sobbing and screaming, while my patients 
usually sit quietly talking about their actual life 
problems with relatively little interest in the 
more melodramatic aspects of “acting out.” 
After treating several patients, who previously 
had this type of experience with other thera- 
pists, I learned that their “acting out” had been 
suggested to them as being the only way to get 
well.® 

The practitioner, therefore, must keep in 
mind that the value of emotional release (abre- 
action) lies not in itself, but in the fact that 
the patient (like my patient with the torticollis) 
is ready (set), able (is mature enough), and 
willing (unconsciously wishes) to get well and 
to stay well (that is can maintain realistic 
goals). Only then can the patient endow the 
therapist of his choice (the transference ob- 
ject) with the power to cure him. 

Hypnosis, like penicillin, should be used 
with discrimination and always with the full 
consent of the patient. Some time ago I readily 
hypnotized an apparently compliant patient, 
who had been successfully treated hypnotically 
during a previous illness. However, on this 
occasion, no progress was made, and soon he 
broke off treatment with no explanation. Later, 
when the patient returned, after having had 
electroshock therapy, which only increased his 
anxiety and phobic state, he informed me of 
the severe tension which he had experienced 
during each hypnotic session. He explained 
that he had not complained because of his neu- 
rotic fear of offending me and asked, “Don’t 
you talk to patients anymore?” I reassured 
him that I did and then treatment could pro- 
ceed in a way which was better adapted to that 
patient’s need and not to my own preconcep- 
tion of what the treatment should be. 

The general practitioner should always begin 
by using waking suggestion. I have stated else- 
where that certain patients are more suggest- 


ible when fully awake. The doctor who tells a 
patient, “You are beginning to look better. You 
are one of my best patients and I expect you 
to improve even more during the next two 
weeks,” literally is bringing “new life” to his 
patient.'* A recent study of glaucomatous pa- 
tients by Berger and Simel demonstrated that 
intraoccular tension was reduced more effec- 
tively when the doctor directly told the patient, 
in a sincere manner, that his headaches would 
disappear and that his eye condition had im- 
proved, than when suggestions were given 
either while the patient was under hypnosis or 
posthypnotically.* 

Some patients are most suggestible when 
asleep, and there are those who respond best 
to suggestions in the light stage of hypnosis. A 
patient may develop a somnambulistic state and 
still may not respond to suggestion if he is not 
properly motivated. Wolberg tells the story of 
a doctor who requested to be hypnotized in 
order to better prepare himself for the New 
York State Board examination. He was an 
excellent subject and all went well. On the day 
of the examination he called Wolberg and 
sheepishly confessed that he had not taken the 
examinations because he had overslept. His 
father had insisted that the patient take the 
examinations in New York, but the young man 
had a sweetheart in another state and preferred 
to take his boards in that state. He had solved 
the problem by oversleeping, after having con- 
sented to take them in New York in order to 
please his father. 

You will find that many patients are passive 
and remain silent as soon as they develop the 
specific interpersonal relationship which is the 
trance state. These individuals should be told, 
“Enjoy being relaxed. You have nothing on 
your mind. That is good. Don’t say anything 
until it comes to you naturally and without 
effort. What you say is not as important as 
how you act in keeping with your natural, real 
feelings. You can say nothing and get well, if 
that is what you want to do.” In this manner 
the patient is free to find his own way of ex- 
pressing himself while in the trance state.* 
One of the recurrent problems is the patient 
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who insists that he hasn’t been asleep; hence, 
he has not been hypnotized. Hypnosis is not 
sleep—it is “imitation” sleep. I, therefore, in- 
form my patient that hypnosis is not sleep and 
that if he wants to sleep to do it at home. “You 
come here,” I say, “Not to sleep, but to learn 
how to relax, and how to control your feelings 
and thoughts so as to live more effectively, 
fully, and without your present neurotic com- 
plaints.” The patient in the hypnotic trance is 
not passive; he is an active agent who uses the 
doctor as the means of restoring the patient’s 
feeling of mastery and control." 

In 1942, a young, married woman, whom I 
had interviewed several times asked me, “Why 
don’t you do something else besides talking to 
me? Why don’t you hypnotize me?” I was 
willing to do so, but as I had never hypnotized 
anyone previously, I hesitated until the patient 
added the additional stimulus, which I needed, 
by saying, “I know that you can hypnotize me, 
because my husband can do it, and he is not 
even a doctor.” As my professional self-esteem 
was at stake, I held up my hand with an 
assumed self-assurance and before I had a 
chance to speak, the patient entered into the 
trance state; she literally had hypnotized her- 
self. 

This initial experience 17 years ago taught 
me humility. All I had done was to “set the 
stage,” it was the patient who had satisfied a 
psychologic need by establishing a specific type 
of interpersonal relatedness which was char- 
acterized by passive compliance and selective 
attention. 

Thus, at the very beginning of my interest 
in hypnosis, I learned that anyone, even some- 
one who was ignorant of the theoretical and 
technical implications of hypnosis can “hyp- 
notize” a patient. Even when the patient is 
skeptical, and says that he has no faith in hyp- 
nosis, it is how he behaves rather than what 
he says, which indicates the degree of his un- 
conscious need for a regressive, compliant 
relationship. The ideal patient is intelligent 
and able to concentrate on what is being said, 
and to believe that whatever the doctor says 
will happen, can and does happen. In brief, 
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if the patient will look where you tell him to 
look, if he will pay attention, only to what you 
say to him, if he will become passive and let 
things happen, then he can be hypnotized effec- 
tively. 

In selected cases hypnosis has been used to 
relieve pain in terminal cancer, in severe burns, 
and in minor and major surgery.” **** It is 
helpful in reducing anxiety in dental care and 
obstetrics,’® and has been of value in the treat- 
ment of habituation, obesity, stuttering, and 
skin conditions.’® Each individual must be 
evaluated in regard to his motivation, his sec- 
ondary gains, and his ability to live comfort- 
ably without his neurotic “crutches.” In 
psychiatric practice I have used hypnotherapy 
in the treatment of neuroses, sex offenders, and 
severe hysterical depressions with some meas- 
ure of success.®: 7 

The psychodynamics involved in the hyp- 
notic relationship can be summarized as a need 
to dominate or be dominated, a fear of author- 
ity which may be experienced as being destruc- 
tive or dangerous, a fear of losing control of 
one’s will, a wish to be stronger, a desire to be 
humiliated or overpowered, a conviction on the 
part of the subject that he will fail in the task 
of hypnosis, a need for dependency, expiation, 
or the feeling of guilt and a terror of intimate 
interpersonal relations. Hypnosis may mean 
death, a homosexual relationship, or symbolize 
a rebirth fantasy.'* 

The hypnotist also must know himself, and 
not derive too much vicarious satisfaction or 
“power” from the treatment of the patient 
while in the trance state. He must be aware of 
the dangers of becoming involved in the pa- 
tient’s paranoid projections, of arousing re- 
pressed conflicts which may overwhelm the 
patient, of becoming the object of the sexual 
fantasies of the patient, or of removing symp- 
toms in disturbed, unstable individuals who 
require their symptoms as defensive maneu- 
vers. 

The dangers of hypnosis are those which 
accompany every psychotherapeutic relation- 
ship. Anyone who hypnotizes a prepsychotic 
patient without knowing what he is getting into 
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is like the fool who ventures where angels fear 
to tread. Psychiatric training is an absolute 
prerequisite for intensive hypnotherapy. The 
average practitioner should confine his hyp- 
notic efforts to the preparation of the patient 
for surgical procedures, the alleviation of pain 
(analgesia and anesthesia) and postoperative 
comfort.'° 

The doctor continually is making direct and 
indirect suggestions to every patient. A nega- 
tive physical examination suggests, “You can 
stop worrying,” an injection suggests, “You are 
now being cured,” and a prescription for a 
tranquilizer suggests that the neurosis is an 
organic disease, and that the underlying con- 


1. Berger, A. S., and Simel, P. J.: Effect of Hypnosis on 
Intracellular Pressure in Normal and Glaucomatous Sub- 
jects—Psychosomatic Med. 20:321, 1958. 

2. Butler, B.: The use of hypnosis in the care of the 
cancer patient. Cancer, 7:1-14, 1954. 

3. Conn, Jacob H.: Hypnosythesis; hypnosis as a uni- 
fying interpersonal experience. J. Nerv. & Ment. Dis., 
109:9-24, 1949. 

4. Conn, Jacob H.: Hypnotic relaxation and analysis; 
Chapter in Therapy through hypnosis. Ed. by R. H. 
Rhoades, N. Y. Citadel Press (Pp. 194-212), 1949. 

5. Conn, Jacob H.: Hynotherapy of the hysterical de- 
pressed patient. J. Exp. & Clin. Psychopath., 13:152-163, 
September 1952. 

6. Conn, Jacob H.: Hypnotherapy of chronic war 
neuroses. J. Clin. & Exper. Hypnosis, 1:29-43, January 
1953. 

7. Conn, Jacob H.: Hypnotherapy of the sex offender. 
J. Clin. & Exper. Hypnosis, 2:13-26, January 1953. 

8. Conn, Jacob H.: Medical hypnosis. Pennsylvania 
Med. Journal, 59:1156, September 1956. 

9. Conn, Jacob H.: Hypnosis as dynamic psychotherapy. 
The Sinai Hospital Journal, 5:14-32, October 1956. 

10. Conn, Jacob H.: What every doctor should know 
about hypnosis. Maryland State Med. Journal, 6:8, Janu- 
ary 1957. 


References 


flicts can be ignored (repressed ).** 

Every medical procedure includes the same 
fundamental ingredient—the personal worth of 
the doctor. Hypnosis is nothing more than sug- 
gestive influence of the doctor, upon whom the 
patient depends for both care and emotional 
support, presented in a specific interpersonal 
setting. It is not a panacea, a cure-all for all 
the ills of mankind. If it is used discriminately 
for those who can endure living without their 
neurotic defenses, then in these carefully 
selected cases, hypnosis can help to remove the 
functional overlay of organic disease, to relieve 
pain, to alleviate anxiety, and to facilitate the 
recall of significant, traumatic events. 


11. Conn, Jacob H.: Meanings and Motivations Asso- 
ciated with Spontaneous Hypnotic Regression. Jr. Clin. 
and Exper. Hypnosis, 6:21-44, January 1958. 

12. Conn, Jacob H.: Editorial, Jr. Clin. and Exper. 
Hypnosis, 6:1, July 1958. 

13. Conn, Jacob H.: Therapeutic Suggestion and Hyp- 
nosis. Maryland State Med. Jr., 7:52, October 1958. 

14. Crasilneck, H. B., Stirman, J. A., Wilson, B. J., 
McCramer, E. J., and Fogelman, M. J.: The use of hynosis 
in the management of patients with burns. J.A.M.A., 
158:103, 1955. 

15. Hull, C. L.: Hypnosis and Suggestibility. Appleton- 
Century-Crofts, Inc., New York, 1933, P. 115. 

16. Kroger, W. S. and DeLee, S. T.: Use of hypno- 
anesthesia for cesarean section and _ hysterectomy. 
J.AM.A., 163:442, 1957. 

17. Lehrman, S. R.: Psychoanalytic Orientation in Psy- 
chotherapy, A.M.A. Arch. of Neurol. and Psychiat., 80: 
352, September 1958. 

18. Mason, A. A.: Surgery under hypnosis. Anaesthesia, 
10:295, July 1955. 

19. Schneck, J. M.: Hypnosis in modern medicine. 
C. C. Thomas, Springfield, II!., 1953. ; 


Medical Arts Building 


MEDICAL TIMES 


| 
| 
| 
, 
« 
| 
i 
| 


MEDICAL CONFERENCE 


CASE REPORT: 
A. P. Female Age 87 
Presentation: Dr. Cohen 
Discussion: Dr. V. Ginsberg 


D. LonG: We will present the 
case record of A. P. She is a diagnostic hema- 
- tological problem and the record will be pre- 
sented by Dr. Cohen. 

Dm COHEN: This is the second Kings 
Courty Hospital medical entry of an 87-year- 
old white female who was admitted on Sep- 
tember 19, 1957. Her chief complaint was 
easy fatiguability of three years duration, light- 
headedness of two weeks duration, and fainting 
on the day of admission. 

The patient stated that she was in good 
health until two years ago when after slight 
exertion she became fatigued. She consulted 
a physician who prescribed tonics and multi- 
vitamins preparations. However, no laboratory 
studies were done at that time, nor at any time 
prior to her admission to the hospital. Her 
physician checked her on a monthly basis. 
She had no improvement in her symptoms. 
The patient also went on a meat-free diet upon 
the advice of a health faddist. She subsisted 
mainly on fruit and green vegetables. Two 
weeks prior to admission the patient noted a 
feeling of lightheadedness on arising from bed 
every morning, as well as when she washed. 

On the day of admission the patient fainted 
after going to the bathroom. Her daughter was 


(VOL. 88, NO. 1) JANUARY 1960 


Anemia of Unknown Origin 


called and the patient was brought to the 
hospital. 

Her past history indicated that in 1922 she 
had had a right femoral herniorrhaphy. In 
1953, she entered Kings County Hospital for 
an acute bursitis. At this time her hemoglobin 
was 12 grams and her white blood cell count 
was 10,200. 

On physical examination the patient was 
found to be well nourished, well developed, 
white female who had a yellow skin color who 
was in no acute distress. Her blood pressure 
was 140/64, the pulse was 100 and regular, 
the respirations were 16 per minute, and her 
temperature was 101 degrees. Pertinent phys- 
ical findings were—the heart—A Grade II 
apical systolic murmur was noted. A regular 
sinus rhythm was present and the A2 was 
greater than P2. The abdomen was soft. The 
liver was enlarged four fingers breadth below 
the costal margin and the spleen was enlarged 
three fingers breadth below the costal margin. 
Both were smooth, firm and were not tender. 
Neurological examination showed a slight im- 
pairment of vibratory sensation in both knees 
and ankles. 

A summary of the laboratory data showed 
that on September 17, the day of admission, 
the urine was negative, the hemoglobin was 
7.0 grams, the red blood cell count was 2.01 
million, and white blood cell count was 6,000 
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with a normal differential. On 9/18 her BUN 
was 22 mgms.%, fasting blood sugar 91 
mgms.%, her liver function tests were normal 
except that the serum bilirubin was elevated to 
3.7 mg.%. The stool guaiac test was slightly 
positive. On 9/19 on sigmoidoscopy a normal 
mucosa was found and the chest x-ray was 
negative. On 9/23, she had a bone marrow 
aspiration which was reported as showing a 
hemoglobin dysfunction, possibly a neoplasm. 
On 9/25, she had a barium enema which 
showed nothing. On October 9 she 

a gastric analysis which showed the 
HCL after the injection of histamine. 
10/14 the bone marrow aspiration 
reviewed and it was felt that as she 
had many megaloblasts and multinucleated 
cells, there was a possibility that she had per- 
nicious anemia. On 10/15 her IVP was nega- 
tive, and 10/18 an upper gastrointestinal x-ray 
showed nothing. A liver biopsy attempt was 
unsuccessful. Her blood type was O, Rh posi- 
tive with a negative Coomb’s test. On 10/29 
she had a Schilling test and this was first done 
with Cobalt 60 and a “flushing” dose of 1000 
micrograms of Vitamin B-12 intramuscularly. 
She had 5.4 percent excretion in the urine. She 
was then given a second “flushing” dose of 
1000 micrograms of Vitamin B-12 and she 
had an additional 1.4 percent. Then she was 
given another test using the intrinsic factor 
and a Cobalt 58 isotope. This revealed 2.8 
percent excretion in urine and after another 
“flushing” dose, she excreted an additional 1.6 
percent on the following day. She then had a 
third Schilling test (without the intrinsic factor ) 
using Cobalt 58 and she had 3.2 percent ex- 
creted in the urine and after a second “flush- 
ing” dose, an additional 1.7 was excreted in 
the urine. On 11/27 she had a second bone 
marrow aspiration. Many macronormoblasts 
and multinucleated cells considered to be in 
the red blood cell series were found. She like- 
wise had a splenic aspiration which revealed 
abnormal normoblasts, some myeloblasts, and 
polymorphonuclear cells. On 12/31, the serum 
bilirubin was 0.8 mgms. percent, on 1/6 it 
was 0.7 mgms. percent. 
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Here is a summary of her hematological 
studies and medication. On admission her 
hemoglobin was 7 grams, her red blood cell 
count was 2.01, her white blood cell count 
was 6,000. The differential was normal. On 
9/23 she had a bone marrow aspiration, on 
9/24 her hemoglobin was 4.4 gms., on 10/3 
it was 3.9 gms. and she received 500 cc. of 
whole blood. On 10/4 she received an addi- 
tional 500 cc., and on 10/10 another 500 cc. 
of whole blood. After receiving the three units 
of whole blood, on 10/14 her hemoglobin was 
5.6 gms., on 10/16 it was 6.6 gms., on 10/29 
she had the Schilling test performed. On 11/1 
her hemoglobin was 7.9 gms. and a reticulo- 
cyte count at the time was 0.3 percent. On 
11/5 she started on folic acid. On 11/7 her 
hemoglobin was 8.8 gms., red count was 3.31 
millions, and her hematocrit came up to 29 
percent. Her reticulocyte count went back 
down to 0.6%. 11/11 hemoglobin was 7.9 
gms., 11/13 it was 7.9 gms., 11/15 it was 
7.5 gms., 11/18, 6.5 gms., and on 11/20 it 
was 5.9 gms., and there was no response in 
reticulocytes. On 11/22 hemoglobin was 7.1 
gms., and on 11/25 it was 6.2 gms. 

November 27 was the date she had another 
bone marrow aspiration. On 12/3 her hemo- 
globin was 4.8 gms. On the next day she had 
her first abnormal differential white blood cell 
count. Prior to this all differential counts were 
within normal limits. This differential count 
showed many abnormal cells in the red blood 
series. On 12/4 the folic acid was discon- 
tinued. She received 500 cc. of whole blood 
plus 30 micrograms of Vitamin B-12 and 2 
cc. of crude liver extract. On 12/6 she was 
started on 10 mgms. of folic acid plus 2 cc. of 
crude liver extract which was given daily for 
the next eleven days. On 12/10 her hemo- 
globin was 6.6 gms. but there was no reticu- 
locyte response. It was 0.1%. On 12/12 her 
hemoglobin was 6.0 gms. On that day the folic 
acid and crude extract was discontinued. On 
12/19 her hemoglobin was 4.5 gms. with a 
red count of 1.93. The white count was 9,850. 
Her reticulocyte count remained at 0.1%. She 
received three units of whole blood on that 
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day. The following day she was started on 
prednisone, 20 mg. every 8 hours for a daily 
dosage of 60 mg. On 12/24 her hemoglobin 
was 8.8 gms. Platelet count was done with 
all these other counts and they were all within 
normal limits. On 1/6 she also had an electro- 
phoretic study which revealed a slight eleva- 
tion of the gamma globulin component. 

The patient feels subjectively improved al- 
though study of the laboratory tests does not 
indicate any improvement. 

Dr. Lonc: Thank you, very much, Dr. 
Cohen. Do we have any x-rays in reference 
to this particular patient? 

Dr. DeRow: As reported, the GI series, 
barium enema and the intravenous pyelogram 
were normal. However on this film of the 
intravenous pyelogram, you can see the splenic 
enlargement. As we come down we can see 
the splenic shadow; this will show a little better 
on the barium enema studies. You see that the 
enlarged spleen exerts intrinsic pressure on the 
splenic flexure of the colon. The only other 
finding is the general enlargement of the car- 
diac silhouette. It shows a left ventricular 
preponderance. 

Dr. LonG: Dr. Ginsberg, will you open the 
discussion on this patient, please. 

Dr. GINSBERG: First, I would like to say 
that this work was done in cooperation with 
both Dr. Lichtman and Dr. Watson. It couldn’t 
have been done otherwise. It took a lot of 
consultation to come up with a_ possible 
answer. 

Now, may I show the two slides of the 
patient’s cells. These are the patient’s cells 
and as you can see in the center there are very 
large multinucleated red cells. Here is the 
other slide and again you see multinucleated 
large red cells. It shows the one megaloblast 
that we have. In this third slide there is a 


megaloblast from another patient having perni- 
cious anemia. It shows you some of the cells 
which lIcok exactly like these found in our 
patent today. 

Now, this patient was seen in September by 
me. At times she seemed to be a patient who 
had a normochromic normocytic anemia, nor- 
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mal white count, and normal platelet count; 
no abnormal cells were found in the peripheral 
blood. The bone marrow showed very odd 
multinucleated cells. In view of this, the prob- 
lem was to decide whether we had odd cells 
in the red cells series or abnormal cells of the 
type found either in myeloma or possibly in 
carcinoma. I personally felt that there was 
some alteration in the hemoglobin production 
and that this might be due either to neoplasm 
or a myeloma. Having splenic enlargement I 
suppose might preclude the possibility of carci- 
noma. Cancer, as a rule, does not metastasize 
to the spleen. We started to try first, to prove 
a diagnosis of either Hodgins disease or lymph- 
osarcoma, believing that the patient who had 
normal peripheral blood smears could not have 
a leukemia. 

With this in mind, we did a liver biopsy and 
a report came back “lung tissue.” The patient 
refused any more such tests. One can hardly 
blame her! We started to make a thorough 
search to see if we could make a plausible 
diagnosis. After three weeks of reviewing all 
of the findings and getting nowhere, we de- 
cided to review the slides and see what others 
thought. The first diagnosis that seemed plaus- 
ible was that the patient had pernicious anemia 
with her slides showing not only megaloblasts 
but also unusual multinucleated cells. I have 
never seen cells quite like these before. Under 
these circumstances we attempted to prove 
that the patient had pernicious anemia. We 
did three urinary secretion tests, all of which 
were within normal limits. Then still thinking 
this to be megaloblastic anemia, folic acid was 
administered. There was no rise in hemo- 
globin, no change in red cells, and the reti- 
culocytes didn’t rise. At the same time, the 
white count which was normal on admission, 
had fallen to a leukopenic level. Knowing that 
megaloblastic anemias, on occasion are accom- 
panied by leukopenia, we decided we would not 
only give the patient folic acid, but we would 
also give the patient crude liver extract in a 
hope that perhaps some factor other than folic 
acid and B-12 might be the cause of the meg- 
aloblastic anemia. It has been reported by Wills 
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and others that the factor included in liver 
extract other than these two, might be the 
cause of certain types of megaloblastic anemia. 
We tried this in combination with the other 
two elements with folic acid and we got no 
results. 

We still had no diagnosis. I went to see 
the patient myself and I told her it was impera- 
tive that we do some more procedures and 
asked her if she would give us permission to 
do so. She agreed that if I did them she would 
allow a splenic and a bone marrow aspiration. 
The bone marrow was similar to the marrow 
we had originally. There wasn’t any particular 
change and the splenic material showed myeloid 
metaplasia. There were some normoblasts, 
myeloblasts and some polymorphonuclear cells 
in the aspirated material. In the meantime, we 
decided to give the patient Meticorten® in the 
hope that while we probably would not cure 
the patient, we could at least discontinue a 
number of transfusions she was getting, by 
lengthening survival of the red cells, if 
possible. 

Now, this is where we are at the present 
moment. We have a patient with a chronic 
refractory anemia of two years duration, with 
hepatosplenomegaly who had until recently a 
normal peripheral blood picture, and a bone 
marrow which shows extremely odd cells. 

In reviewing the literature, Copelli in 1912 
described a patient similar to this woman. This 
patient had unusual cells in the bone marrow, 
a refractory anemia, normal peripheral blood, 
and a mild myeloid metaplasia of the spleen. 
He called this erythropoietic dysfunction dis- 
ease. In 1917, DiGuglielmo reported three 
patients who had multinucleated red blood 
cells in the peripheral blood; megaloblasts, 
normoblasts, and myeloblasts in the peripheral 
blood. He originally felt this was secondary 
to a leukemia but then decided finally that this 
was not so but that the cells were a neoplasm 
analogous to leukemia. He has a classification 
in which he lists the things that are common 
to this disease. Number one, the chronic re- 
fractory anemia, this patient has that. Number 
two, the odd cells in the bone marrow, this 
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patient has these. Number three, the hepato- 
splenomegaly, which our patient has. How- 
ever, his patients had many abnormal cells in 
the peripheral blood and in the chronic stage 
certainly many normoblasts. His patients had 
low platelet counts and some had a marked 
reticulocytosis. In 1952, Dr. Stephen Schwartz 
in Chicago reviewed the literature and de- 
scribed four more similar patients. These four 
patients were very similar to our patient in 
their findings. I would like to read this to 
you so I don’t make any mistakes. “I— 
Chronic refractory anemia,” that our patient 
has. “2—Enlarged liver and spleen,” that our 
patient has. “3—Proliferation of the marrow 
of the young erythroid cells that failed to ma- 
ture. A normochromic or a hypochromic ane- 
mia with red cells below 3 million,” our patient 
has this. Low reticulocyte count different from 
what DiGuglielmo had reported. No response 
to liver extract, B-12 or folic acid. Now he 
described a shift to the left in the granulocytes 
with preponderance of unsegmented forms. We 
have not seen this in this patient. In two of 
his patients some young red blood cells, normo- 
blasts appeared in the peripheral blood. We 
are presenting this patient as an instance of 
chronic erythremic myelosis although not all 
these findings are similar to those reported by 
Dr. Schwartz and Dr. DiGuglielmo. 

Dr. Lonc: Thank you, very much, Dr. 
Ginsberg, for this interesting presentation of 
this patient’s case record. May I ask you 
one question? This woman is 87-years-old. 
How old were the other patients who have 
been reported? 

Dr. GINSBERG: There is no age limit re- 
ported by any of the groups. Age was not 
considered in this disease. 

Dr. Lonc: Dr. Lichtman, you probably 
have seen the patient a number of times. 

Dr. LICHTMAN: I didn’t see the patient but 
I did have a chance to see some of her blood 
and bone marrow specimens. This, of course, 
is the wrong way to make a diagnosis. From 
a morphological point of view, first I would 
like to say I don’t know what she has. Sec- 
ondly, from a morphological point of view 
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there is no doubt in my mind that this is a 
megaloblastic anemia. Her bone marrow is 
megaloblastic. I reviewed it again this morning 
and I would make this mistake again. It 
isn’t like any of the cases of the DiGuglielmo 
disease I have seen described. Slides from some 
patients which I have seen are described as 
being megaloblastoid with some tendency to 
megaloblastic change. I don’t think this fits 
in this patient. Dr. Ginsberg’s group proved 
without any question that she doesn’t have 
Addisonian pernicious anemia. 

I don’t think it helps me in any way to try 
to give the disease this patient has a name and 
to say that it is a DiGuglielmo’s disease, or to 
call this erythremic myelosis. She doesn’t have 
a myeloblastic proliferation which these dis- 


eases have. I would think we are dealing at 
this moment with megaloblastic anemia, which 
has not responded to anything we have done, 
and that we don’t know what the cause is. 

Dr. LonG: Do we have any data concern- 
ing her dietary history? 

Dr. GINSBERG: Her diet is very poor. She 
is a vegetarian. 

Dr. Lonc: Has she eaten any meat in the 
hospital? 

Dr. GINSBERG: She is eating meat in the 
hospital. 

Dr. Lone: I do hope Dr. Cohen, that in 
about a month from now you remind Dr. 
Ginsberg to give us another report on this 
extraordinary patient because her disease is 
most interesting. 
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RAYMOND C. V. ROBINSON, M.D. 
HARRY M. ROBINSON, Jr., M.D. 


Baltimore, Maryland 


i current epidemic of tinea 
capitis, caused by Microsporum audouini, be- 
gan almost twenty years ago in Hagerstown, 
Maryland, and now encompasses the eastern 
half of the United States. Many locally applied 
medications have been given therapeutic trials, 
but critical testing has shown none of them to 
have more than mediocre therapeutic value. 

Until recently, the only method by which 
M. audouini tinea capitis could be satisfactorily 
treated, was by roentgen ray epilation of the 
scalp. Since this disease is limited almost en- 
tirely to children, and there is an increased 
resistance by the lay public to roentgen ray 
therapy for benign conditions, many practi- 
tioners have been willing to treat this vexing, 
but relatively mild infection with the inadequate 
local measures available. 

In August 1958, Gentles' reported the 
effects of orally administered griseofulvin on 
experimental ringworm in guinea pigs. Four 
months later, Blank? discussed the therapeutic 
effectiveness of griseofulvin administered sys- 
temically in the treatment of some superficial 
fungus infections of the human skin. Since 
January 1959, griseofulvin has been studied 
extensively in the dermatology division of the 
University of Maryland,’ both in the laboratory 
and in the treatment of clinical mycotic infec- 
tions of the skin. Up to the present time, the 
authors have treated sixty-six children with M. 
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audouini tinea capitis. A summary of these 
data, with conclusions regarding the curative 
effect of the drug, is presented. 


The Drug 


Griseofulvin is an antifungal antibiotic drug 
which has been extracted from Penicillium 
griseofulvum by Oxford and his co-workers.* 
It is an odorless, white, thermostable com- 
pound which is relatively insoluble in water, 
but is soluble in ethyl alcohol, carbowax 300, 
chloroform, acetone and butyl acetate Griseo- 
fulvin is supplied in 250 mgms. compressed 
tablets for oral administration. 


Clinical Material 


The children treated in this study were 
private patients of the authors or out-patients 
in the University of Maryland skin clinic. Ages 
ranged from twenty-two months to twelve 
vears. No differentiation was made as to race 
or sex. 

Only patients with Microsporum audouini 
infections were included. Ten patients with 
M. canis infections were treated, but the data 
are not included. 


Method of Study 


Screening was performed by examination of 
the scalp under the Wood light to detect the 
characteristic greenish fluorescence of Micro- 


From the Dermatology Division of the Medical Service, 
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Griseofulvin administered in this study was supplied by 
the Ayerst Laboratories, McNeil Laboratories Division of 
Johnson and Johnson, and Schering Corporation. 
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A Cure for Tinea Capitis 


sporum infections of hair. In all cases the 
diagnosis was confirmed by culture of infected 
hair on Sabouraud’s glucose agar media. 

Before therapy was instituted, each child’s 
head was clipped or shaved. This was repeated 
weekly during the entire course of treatment. 
The child was required to wear a head cover- 
ing until two successive negative cultures had 
been obtained. 

Observations under the Wood light were 
made at weexly or bi-weekly intervals and, 
when all fluorescent hairs had disappeared, 
hairs extracted from the infected areas were 
planted on Sabouraud’s media at bi-weekly 
intervals until two negative cultures were ob- 
tained. 


Dosage Schedules 


Early in the course of the study four chil- 
dren were treated with a total daily dose of 
250 mgms. When these children failed to show 
improvement after four weeks, the dose was 
increased, the final estimated daily requirement 
being approximately 25 mgms./Kg. in divided 
doses. This dosage schedule was used through- 
out the remainder of the study period and has 


been established in the author’s opinions as 
optimal. 

Most of the children experienced no diffi- 
culty in swallowing the tablets, but if the child 
was too small or rebelled at the medication, 
the tablet was ground and administered mixed 
with a small amount of food or cola-drink 


syrup. 
The Study 


Results of the study are summarized in 
Table I: 

In all patients, examination under the Wood 
light revealed a decrease in the number of 
fluorescent hairs by the end of the second 
week. By the end of the third week, new hair 
growth was usually apparent and, in five weeks, 
all evidence of fluorescence had disappeared. 
Four of the patients failed to have the hair 
clipped as directed and, by the third week, 
fluorescence could be noted at the tips of the 
hairs, while the proximal portions of the hair 
shafts were normal. 

Duration of disease and age of the patient 
had no effect on the therapeutic result. In all 
cases positive cultures could be obtained from 


Sixty-six Children with Microsporum audouini Tinea 


TABLE | Capitis Treated with Oral Administration of Griseofulvin 
AGE DURATION OF DOSE DURATION OF CURES 
DISEASE TREATMENT 
22 months 3 weeks 25 mcg/Kg. 5-8 weeks 100% 
to to (0.25 to 0.75 mg 
12 years 14 months total daily dose) 
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hairs in the infected areas until they were 
replaced by new growth. 

Eight patients exhibited M. audouini lesions 
of glabrous skin in addition to the scalp infec- 
tion. These lesions completely involuted with- 
in two weeks after griseofulvin thereapy was 
instituted. 

In every patient, “cure” was established by 
obtaining two negative cultures at weekly or 
bi-weekly intervals after all evidence of the 
characteristic fluorescence under the Wood 
light had disappeared and before therapy was 
discontinued. Four patients developed new 
lesions one to three months after therapy was 
stopped. The lesions were in areas other than 
those previously involved and were considered 
reinfections rather than relapses. All patients 
responded to a second course of griseo- 
fulvin. 

It is considered essential that the child’s 


head be shaved or the hair be kept short 
throughout the observation period, since the 
tips of the hairs remain infected until replaced 
by normal growth. 

There seems little doubt that cures are 
effected in these children as evidenced by ab- 
sence of fluorescence and negative cultures. 
The appearance of new infected areas after 
completion of treatment, only rarely encoun- 
tered when the disease healed spontaneously, 
leads to some interesting conjectures. In all 
probability, the immune processes of the body 
have been altered by the antibiotic therapy, so 
that natural immunity does not develop. Al- 
though roentgen ray epilation of the scalp is 
seldom followed by reinfection, it must be 
emphasized that epilation is usually performed 
only after lengthy treatment by local applica- 
tion has failed. 

No serious side reactions were encountered. 


Summary 


Sixty-six children with Microsporum audou- 
ini tinea capitis were treated with oral admin- 
istration of griseofulvin, an antifungal anti- 
biotic. 

A total daily dose of approximately 25 
mgms./Kg. in divided dosage is considered 
optimal. 

Treatment is continued until all fluorescent 
hairs have been replaced by normal growth and 
two negative cultures are obtained. The total 


length of treatment ranges from five to eight 
weeks. 

All children treated in this series were cured 
of the original M. audouini infection. 

Four patients developed reinfections one to 
three months after therapy had been stopped, 
but responded to a second course of griseo- 
fulvin. 

Griseofulvin is an effective, safe medication 
in the treatment of M. audouini tinea capitis. 


Addendum 


Recently, nine children with M. audouini 
tinea capilis have been treated with single mas- 
sive doses of griseofulvin (three to five gm.). 


Eight were cured in five weeks. There was 


one failure. 
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Medical Aspects 
of Urinary Calculi 


calculi are regarded 
mainly as a surgical problem and certainly sur- 
gical manipulations and operations are vital to 
their management. But in recent years, the role 
of the internist or family physician in investigat- 
ing patients with urinary lithiasis and in assist- 
ing in their long term treatment has become 
more important. This paper presents an out- 
line of the investigation and medical manage- 
ment of patients suffering from stones in the 
urinary tract. 


Causes of Urinary Calculi 


The essential cause of most calculi, if there 
is one, is not yet known. Some are obviously 
due to an increased concentration of a rela- 
tively insoluble constituent of the urine, such 
as calcium, cystine, or uric acid. But about 
half appear for no apparent reason. Research 
is now concerned with the role of colloids in 
the urine but so far nothing significant has 
emerged. 

The stone syndromes at present recognized 
are:— 

@ Stones due to hypercalciuria. Hypercalciuria 
may be caused by 

(a) Hyperparathyroidism.' This is due to 
adenoma or hyperplasia of the parathyroid 
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glands; the excess parathyroid hormone raises 
the serum calcium, lowers the serum phos- 
phorus and raises urinary calcium. 


(b) Sarcoidosis. In about twenty percent 
of patients with sarcoidosis, hypercalcemia and 
hypercalciuria are present. These are due, ap- 
parently, to increased absorption of calcium by 
the intestine. The cause of this is obscure. 

(c) Renal tubular acidosis or hyperchlore- 
mic acidosis.* This is caused by a defect in 
the acidification of the urine. The renal tubule 
fails to secrete hydrogen ions adequately; con- 
sequently, urine pH is usually about 6.5 or 
higher, and there is a,systemic acidosis. Am- 
monia production (which depends on the pH 
of the urine) is diminished. The systemic aci- 
dosis and reduced ammonia production lead 
to an increased loss of the cations sodium, 
potassium and calcium. The combination of 
urine of neutral pH and high calcium content 
often leads to nephrocalcinosis. 

(d) Excessive ingestion of milk (especially 
with alkalis) or vitamin D. 

(e) Demineralization of bone, e.g. immo- 
bilization, Cushing’s syndrome, etc. 

(f) Idiopathic hypercalciuria. In _ these 
patients urinary calcium is consistently high 
but no cause for this can be found. 

@ Stones due to Cystinuria. Cystinuria is 
a congenital hereditary condition where four 
aminoacids are not reabsorbed by the renal 
tubules and are excreted in large quantities in 
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the urine.’ Three of these aminoacids, lysine, 
arginine and ornithine, are quite soluble; the 
fourth, cystine, is relatively insoluble and this 
gives rise to stones; these contain sulfur and 
are radiopaque. 

@ Stones composed of uric acid. These may 
be due to two separate causes. 

(a) Excessive excretion of uric acid, as in 
patients with gout, leukemia and polycythemia. 

(b) Excretion of a persistently acid urine, 
the increased acidity of which reduces the solu- 
bility of uric acid. Increased urine acidity may 
be due to chronic diarrhea causing loss of large 
amounts of alkaline fluid from the bowel, or 
to a renal tubular factor.° The latter factor 
appears to be more frequent in Jews and 
Italians.’ 

@ Stones due to urinary obstruction or 
stasis. 

@ Stones due to infection. In our experi- 
ence infection is of great importance in the 
increase in size of stones already present, but 
is rarely the primary cause of stone formation. 
Infection may cause stone growth in two ways: 
by splitting urea to ammonia and thus making 
the urine alkaline—this favors calcium phos- 
phate and triple phosphate precipitation — or 
by destroying the citrate in the urine and thus 
encouraging calcium deposition. 

@ Stones of Unknown, Cause. 

(a) Calcium Oxalate Stones. These are 
frequently formed by patients with hypercal- 
ciuria. When hypercalciuria is absent, interest 
has centered on the consumption of oxalate- 
containing foods. However, although urinary 
oxalate excretion rises on a diet rich in these 
foods, the oxalate excretion of patients with 
these stones is normal.* In the tropics or the 
desert, where water intake may be inadequate, 
oxalate stones are frequently seen. Rarely oxa- 
late stones are due to oxalosis, an inborn error 
of metabolism in which calcium oxalate is de- 
posited in various tissues and urinary oxalate 
excretion is greatly increased;® renal failure 
usually causes death before puberty. The cause 
of most oxalate stones is unknown. 

(b) The remainder. It is possible that some 
of these may have had a temporary derange- 
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ment of, say, calcium excretion. This need not 
be present when the patient is studied, even 
though the stone remains. 


Investigation of the Patient 


History. The following points are specially 
important. The age of onset of stone symptoms 
should be sought; an onset in childhood sug- 
gests cystinuria, as does a family history of 
calculi. If stones have been recurrent or bi- 
lateral, one of the first three groups is strongly 
suggested and investigations are imperative. 
Previous urological surgery or urinary tract 
infection suggests infection; immobilization for 
a period greater than three or four weeks, 
especially if due to paralytic poliomyelitis, 
suggests hypercalciuria. If there is a history of 
fractures, it is important to ascertain the type 
of trauma which caused them; fractures due to 
inadequate trauma suggest bone disease. Dys- 
pepsia may be an important symptom for two 
reasons, firstly patients with peptic ulcer may 
take large amounts of milk and (less commonly 
now) calcium carbonate or other absorbable 
alkalis, secondly about twenty percent of pa- 
tients with hyperparathyroidism have peptic 
ulcers. Chronic diarrhea predisposes to acid 
urine and suggests uric acid stones, as does a 
history of gout, polycythemia, etc. Drugs such 
as acetazoleamide have caused renal calculi,’ 
possibly due to depression of urinary citrate." 

Diet. Ask about the fluid intake. This is 
very difficult to assess; what is more important 
is the volume of urine passed daily. Patients 
generally have little idea of the quantity they 
pass, and perhaps the best guide to concentra- 
tion is the depth of color. The intake of milk, 
cheese and vitamin D is important. Milk con- 
tains about 0.5 Gram of calcium per pint, and 
cheese about 0.5 to 0.7 Gram per pound; 
cream cheese co1.tains much less. The intake 
of milk needed to produce a stone is not known; 
our experience suggests that more than four 
pints daily may be significant,’ but some must 
take this amount or more without trouble. Of 
greater danger is a high milk intake in a 
person confined to bed. The common oxalate- 
containing foods are spinach, Brussels sprouts, 
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rhubarb, beets, dandelions, gooseberries, dried 
figs, plums, chocolate, strawberrics and gelatin. 
Whether these are harmful is dubious; if they 
_ are, the amounts which are dangerous are not 
known. 

PHYSICAL EXAMINATION. Routine physical 
examination should be done. Obvious deform- 
ity may suggest bone disease or old poliomye- 
litis, and hypertension may indicate chronic 
renal disease. Hypercalcemia may be revealed 
by band keratopathy (a granular superficial 
opacity on the paralimbal region of the cor- 
nea) and sarcoidosis by hepatosplenomegaly 
or other manifestations of this condition. 

LABORATORY TESTS. The urine is examined 
noting specific gravity, which is an index of 
fluid intake, pH (measured with indicator 
paper) and looking for protein, crystals, cells, 
organisms and casts. If white cells are present, 
the urine is cultured. Sulkowitch’s test is also 
done. At the first examination, the nitroprus- 
side test for cystine should be done; this need 
not be repeated as cystine excretion, if present, 
is constant. It is often advisable to test urine 
pH over several twenty-four hour periods; the 
patients can easily do this with indicator papers. 
A pH continually 5.5 or less suggests uric acid 
stones, and pH always 6.5 or more suggests 
infection or renal tubular acidosis. With pH 
6.5 or higher in the absence of infection, give 
ammonium chloride 2 Gm q.i.d. for two days; 
this lowers the pH of the urine below 5.5 in 
normal people; failure to do so indicates a de- 
fect in acidification and suggests renal tubular 
acidosis. 

Serum calcium, phosphorus and alkaline 
phosphatase levels and urine calcium excretion 
must be checked in every patient with a calcium 
containing stone. If the cystine test is nega- 
tive and the stone is radiopaque, it contains 
calcium. Hyperparathyroidism is not excluded 
by one normal serum calcium; three or four 
determinations may be necessary for a decision 
either way. The serum calcium may be only 
very slightly raised in hyperparathyroidism, 
thus accurate determinations are vital. Unfor- 
tunately, many laboratories fall short of the 
necessary standard. Each laboratory must de- 
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termine the normal range for the technic it 
uses. The upper limit of normal may vary 
from 10.4 to 11.5 mg% for different labora- 
tories. A serum phosphorus level below 3.0 
mg.% (in the absence of renal failure) is low. 
As diet affects the phosphorus level, this should 
be done on blood taken while the subject is 
fasting. Sulkowitch tests are an excellent 
guide, but do not replace the quantitative urine 
calcium measurement. The wider use of this 
quantitative test in recent years has led to a 
general recognition of the importance of idio- 
pathic hypercalciuria. Strict low calcium diets 
are not feasible in all cases, and we now tell 
patients to avoid milk and cheese for several 
days before collecting the sample. On this 
regime an excretion of over 200 mgms, in 
twenty-four hours is high. 

Serum protein estimations may help in the 
diagnosis of sarcoidosis, while a low serum bi- 
carbonate (below 22 mEq per litre) and a 
high serum chloride (above 105 mEq per litre) 
are found in renal tubular acidosis. 

X-RAYS. Intravenous pyelography is neces- 
sary, and may show radio-translucent stones 
(uric acid) or some obstruction or pooling of 
urine. The “mulberry” shadow of oxalate 
stones and the laminated phosphate stones are 
easily recognized. Nephrocalcinosis strongly 
suggests hypercalciuria or renal tubular aci- 
dosis. X-rays of bones are not indicated unless 
a bone disease is suspected. 

STONE ANALYsIS. All stones removed at op- 
eration or passed spontaneously must be ana- 
lyzed, as this helps greatly to classify the con- 
dition. Often patients have kept a stone as a 
souvenir. If so, get hold of it and get it 
analyzed. 

Other tests, such as urine citrate, urine oxa- 
late, urine colloids and urine glucuronides are 
not yet sufficiently clear cut to be useful in 
clinical practice. 


Treatment 


It is important to realize that the mere pres- 
ence of a stone does not demand its surgical 
removal. The main indications for operation 
are: obstruction of the ureter, severe pain, or 
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persistent urinary tract infection which cannot 
otherwise be eradicated. The discovery of even 
one stone in a patient demands complete in- 
vestigation by the physician. The results of 
this investigation and the symptoms produced 
by the stone determine the program of treat- 
ment, which should be planned by the internist, 
or family physician as well as the surgeon. 

GENERAL TREATMENT. After the surgeon 
has finished his task, the family physician has 
to try to prevent the growth of stones still 
present and to keep the patient free of further 
stones. A recent survey showed that a quarter 
of patients with ureteric stones developed new 
stones within six years.’* The most important 
feature of medical treatment is a large fluid 
intake. This should be sufficient to maintain a 
urine of specific gravity under 1.008, and 
which is always as pale as water. Infection is 
treated with the appropriate antibiotic, while 
sulfafurazole can be used over long periods, 
especially in patients with recurrent or resistant 
infections. As stones due to any cause may 
accumulate calcium deposits, all patients should 
avoid milk by the glass and cheese. Milk in 
tea and on cereals is permitted. This diet con- 
tains about 500 mgms calcium daily. If hyper- 
calciuria is present on this diet, a stricter one 
is needed. 

SPECIAL TREATMENT. Hypercalciuria. Hy- 
perparathyroidism requires surgery. The hyper- 
calcemia of sarcoidosis responds to cortisone, 
200 mgms. daily, or to sodium phytate (see 
later). Renal tubular acidosis is controlled by 
alkalis; a teaspoonful (4 mls) of a fifty percent 
solution of equal parts of sodium and potas- 
sium citrate, from four to five times daily is 
usually adequate. Bone disease requires the 
appropriate treatment: mobilization if possible, 
and estrogens for post menopausal osteo- 
porosis. Poliomyelitis needs special mention 
since, with widespread paralysis, stones may 
form very quickly. Give the patient a low 
calcium diet (under 150 mgms. daily) and 
three litres or more daily of fluids. Frequent 
movement and lying prone may help to prevent 
stasis of urine in the renal calyces. 

Idiopathic hypercalciuria can be very diffi- 
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cult to treat. Recently, sodium phytate (so- 
dium inositol hexaphosphate) has been used to 
lower urine calcium.? This substance hinders 
calcium absorption by forming insoluble com- 
pounds with calcium in the intestine. It is 
given as a 15% solution five or six times daily, 
the total daily dose being 6 to 9 gms. (40 to 
60 ml. daily). It is salty and bitter, and may 
cause vomiting and diarrhea, but patients soon 
tolerate it. It is advisable to start it at 3 gms. 
daily and work up towards 9 gms. Sodium phy- 
tate may be used for any condition causing 
hypercalciuria. Urine calcium excretion 
should be checked when phytate is used, to be 
certain it is having the desired effect. 

Cystinuria. The solubility of cystine in the 
urine increases as the pH rises, especially above 
7.0. Therefore it is essential to have an alkaline 
urine as well as a high urine output. Sodium 
and potassium citrate, as mentioned earlier, 
are the best agents to use, and urine pH must 
be checked by the patient, using indicator 
papers, to be sure that the urine remains alka- 
line; enough citrate should be taken to keep 
the pH above 7.0 all the time. As urine 
volume and pH may drop during the night, it 
is important for water and citrate to be taken 
at 2 or 3 a.m., even though this disturbs the 
night’s rest. 

Uric Acid. These are easily treated with 
sodium and/or potassium citrate as mentioned 
above. pH control of dosage is useful here 
also. Alkalis should be given prophylactically 
to any patient with gout commencing probene- 
cid or to patients with a reticulosis receiving a 
cytotoxic agent, as in these circumstances large 
increases in uric acid excretion can be ex- 
pected. 

Obstruction or Stasis are problems for the 
surgeon. A high fluid intake helps. 

Infection. This requires the appropriate 
antibiotic and may need all the usual maneu- 
vres used in chronic urinary tract infection. 

OTHER METHODs. When stone formation is 
recurrent and a cause has not been found or 
cannot be corrected (e.g. idiopathic hypercal- 
ciuria) other forms of treatment may be tried. 
Each of these has its advocates, but exact esti- 
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mates of the effectiveness of these measures 
are extremely difficult to obtain. 

Hyaluronidase: This is alleged to increase 
the protective colloids in the urine;'* however, 
the initial good results claimed have not been 
confirmed,'**° and it is not recommended. 

Aluminum Gels. These form insoluble com- 
plexes with phosphates in the intestine and 
reduce their absorption, thus reducing urinary 
phosphorous.** If the calculi contain primarily 
calcium phosphate, as many do, growth may 
be prevented by lack of phosphorus. To reduce 
urine phosphorus to low levels, one needs a 
low phosphorus intake plus constipating doses 
of gel, such as 2040 ml. of Basaljel® q.i.d. 
Magnesium absorption may also be reduced 
and this treatment may be useful where the 
stones are composed of magnesium ammonium 
phosphate. 

Salicylates. These have been found to help 
some chronic stone formers; the beneficial 


In about fifty percent of patients with 
urinary lithiasis some cause for stone forma- 
tion can be found. Consequently, every patient 
presenting with a stone should be properly 
studied. The known causes of urinary stones 
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VAGINAL CYTOLOGY—WHICH PATIENTS 
SHOULD HAVE PRIORITY? 


“The records of 3,000 office patients, 30 to 77 years of age, 
showed cancer of the uterine cervix to occur almost twice as 
often in married parous women as in married nulliparous women, 
and to occur more than 3 times as often in married parous women 
as in single nulliparous women. 


A previous study showed cancer of the uterine cervix to be 
very rare in women under 30 years of age. 


The small number of individuals qualified to interpret vaginal 
cytology make it imperative, for the present, to recommend these 
tests only for women in whom cancer of the cervix most fre- 
quently occurs, viz., in married women, 30 years of age and over, 
who have borne one or more children. 


For the other groups, chief reliance must still be placed on 


periodic pelvic examination, including a careful inspection of the 
cervix.” 


CATHARINE MacFARLANE, M.D 
Am. J. of Obstet. and Gynec. (1959) Vol. 77, No. 5, P. 1153 
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Conference 


R. G., a colored male, was born 
6/6/57 at the Edward J. Meyer Memorial 
Hospital, the product of a 35-week gestation. 
There is a questionable history that the gesta- 
tion was complicated by tuberculosis. 

There was no analgesia. Delivery was effected 
by a low forcepts from an ROA position, 
under spinal anesthesia. The baby breathed 
spontaneously; cry and color were good. 

Examination at birth revealed a weight of 
4 lb. 12 oz., length of 17 inches and chest 
girth of 11 inches. Head measurements: circum- 
ference, 12 cm; BP, 8.5 cm; BT, 7.5 cm; SOB, 
9 cm; OF, 10.5 cm. Fontanels were soft. 
Breath sounds were bilaterally heard. Heart: 
normal sinus rhythm. No abdominal masses. 
Cord Wassermann was taken. The external 
genitalia and extremities were normal. The 
anus was patent. 

Jaundice was noted on the third day of life. 
Weight on the fourth day, 4 Ib. 5 oz. The 
baby was taking feeding well. He then de- 
veloped some emesis and regurgitation after 
every feeding. The chest showed impaired 
percussion at the right upper lobe posteriorly, 
together with roughened breath sounds. At 
first the formula was withheld and the child 
treated by H-clyses; later, with phenobarbital 
and atropine. With the latter therapy, the baby 
started to retain feedings and gained weight. 
The baby was discharged on the 25th day of 
life having reached its birth weight, 4 lb. 12 
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oz. The mother was cleared of the question- 
able tuberculosis history. 


Laboratory 


Urinalysis: trace of albumin, rare granular 
cast; rare WBC. Cord Wassermann, negative. 
Hemoglobin, 19.6 gm; stools moderately posi- 
tive for occult blood. Stool culture showed 
heavy growth of E. coli, an enterococcus; Staph. 
albus. non-hemolytic coagulase negative. 

The child was readmitted on 8/7/57, 2 
months of age, having been followed in the well 
baby clinic. In this period, the phenobarbital 
and atropine therapy had been continued. The 
child was readmitted for study of jaundice 
diagnosed by laboratory work done in the out- 
patient department, 7/30/57: Bilirubin 10 
mg% ; hemoglobin, 11.3 gm. 

At readmission, the mother stated the child 
had had dark urine and white stools since 
being home. 

Examination revealed an afebrile, well de- 
veloped, well nourished but small proportioned 
Negro male in a good state of hydration. 
There was moderate scleral icterus, slight 
rhinorrhea and icterus of oral mucosa. Exami- 
nation of the chest and heart revealed no ab- 
normalities. There was a small umbilical 
defect. The liver was palpable 3 f.b. below the 
right costal margin in the midclavicuiar line. 

After admission, a naso-pharangitis de- 
veloped. Bilateral cranial tabes was observed. 
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For 10 days, clay colored stools were noted. 
On the 11th day, a soft, light yellow stool was 
found in the diaper. The child continued to 
lose weight, weighing 8 lb. 8 oz. on 8/11/57, 
7 Ib. 11 oz. on 8/16/57, and 6 Ib. 9.5 oz. 
on 8/20/57. Liver enlargement and jaundice 
were persistent. (Liver function studies, gas- 
trointestinal series, gall bladder series were 
performed in addition to other laboratory 
tests. ) 


Laparotomy 


Following surgical consultation, an explora- 
tory abdominal laparotomy under general anes- 
thesia was performed through a right subcostal 
incision on 9/25/57. Prior to surgery, therapy 
included formula consisting of 7 oz. of evapo- 
rated milk, 14 oz. of water and 2 oz. of Karo. 
Poly vitamins were given in addition to Vita- 
min K. 

After 2 weeks of hospitalization, Pablum 
and orange juice were added to the diet. Nose 
drops and Achromycin were given for rhino- 
pharyngitis. 

Laboratory Work. Urine: traces of bile, 
increase in urobilinogen, slight albuminuria. 
Negative for megalocytic inclusions. Stools 
negative for urobilinogen and bile. Trypsin, 8. 

Hematology. Distinct anemia with hemo- 
globin dropping from 12.8 gm on admission to 
8.2 gm a week later; the hemoglobin varying 
between 8.8 and 9.4 gm preoperatively. There 
was leukocytosis, up to 28,000. 

Differential Count. 4-6 eosinophils; predomi- 
nance of lymphocytes with about 25% of the 
cells being bands and polys. Reticulocyte 
count varied from 6.4%-4.8%. Bleeding time 
varied 242-4 min.; clotting time 22-3 min. 
Sickle cell preparation, negative. Morphologic 
interpretation of blood smear, moderate to 
marked hypochromia anisocytosis and poikilo- 
cytosis together with slight polychromasia. 

Blood Chemistry. Bilirubinemia varying be- 
tween 13.9 on admission and 7.8 preopera- 
tively. Preoperatively, prothrombin time 12.5 
sec. with control of 11 sec. Total protein 5.7, 
albumin 4.1, globulin 1.6. SGPT on admission 
87 units; preoperatively, 610 units. Duodenal 
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contents reported negative before and after 
MgSO,. 

Serology. Blood type O+; Coomb’s test O. 
Mother’s blood type A+. Father’s blood type 
unknown. 


Radiology 

Dr. DONALD W. S. STIFF, Assistant Pro- 
fessor in Radiology, University of Buffalo, 
School of Medicine; Associate Director of 
Radiology, Edward J. Meyer Memorial Hos- 
pital: 

No x-rays were taken at the time of birth. 
Radiographic examination of the chest at time 
of readmission and subsequently, revealed 
linear shadows extending upward and outward 
from the hilus, considered characteristic for 
linear atelectasis. With the history such as 
this, we have to consider pancreatic fibrosis 
and other processes that involve the pancreas 
which may have characteristic changes in the 
lung. 

However, no evidence of that is seen. 
Upper GI tract studies reveal a bit of delay 
at the pylorus. The small intestine is normal. 
The gall bladder studies were done, but are 
valueless because of jaundice. Scout film of 
the abdomen was negative. 

Dr. RoBERT J. EHRENREICH, /nstructor in 
Pediatrics, University of Buffalo, School of 
Medicine; Assistant in Pediatrics, Edward J. 
Meyer Memorial Hospital: 

We are dealing here with a Negro male 
born prematurely with a birth weight of 4 Ib. 
12 oz. The delivery and prenatal period were 
not remarkable. This baby was mentioned to 
be jaundiced somewhere around the third and 
fourth day. The physical examination at’ that 
time is essentially negative except for some 
questionable rales in the right upper lung and 
diminished breath sounds following regurgita- 
tion of formula: The infant was taken off 
formula for several days and treated with 
clyses and some type of sedation and anti- 
spasmotic, with improvement. He was dis- 
charged on the 25th day, weighing 4 Ib. 12 
oz. which is a little long to regain a birth 
weight even for a premature infant. After 
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discharge the patient was and is followed in 
the outpatient department. 

The laboratory tests during this neonatal 
period show the cord Wassermann to be nega- 
tive and there is no anemia. The stools show 
some occult blood which I don’t think is too 
important. The stool culture is essentially 
negative, mostly E. coli. 

While being followed in the outpatient de- 
partment, the mother gives a history for the 
baby of persistent acholic stools and dark 
urine. 

The baby is readmitted at 2 months of age 
with the history of apparently persistent jaun- 
dice. Physical examination at this time shows 
a slight upper respiratory infection and obvious 
clinical jaundice, a small umbilical hernia and 
the liver palpable 3 f.b. below the right costal 
margin. There is no mention of an enlarged 
spleen. At this point we can stop for a moment 
and contemplate what is happening to this 
infant. 

First of all, this baby is clinically jaundiced 
with a history of persistent jaundice for 2 
months. Secondly, this baby has regurgitation 
starting when he was a few days old and 
apparently continuing throughout the 2 
months, although the baby weighs 8 Ib., which 
is a good weight gain. The baby obviously 
wasn’t losing weight despite some regurgita- 
tion. So, we are left with the differential diag- 
nosis of jaundice in a newborn premature 
infant. 

The things that come to mind and to be 
ruled out are numerous. Is this some type of 
abnormal physiological jaundice which has per- 
sisted, and if so, is this associated with some 
other type of anomaly? I’m thinking particu- 
larly of myxedema in which you get continua- 
tion of physiologic jaundice in a newborn. 
However, there are clinically no signs of myxe- 
dema here. I think it extremely unusual to 
have persistent physiologic jaundice lasting 2 
months. 


Blood 


Is this an Rh or some other type of blood 
group incompatibility? With a hemoglobin of 
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19.6 grams, the jaundice beginning on the 3rd 
day, and no subsequent anemia, I think this 
can be ruled out. Also, the mother’s blood, 
I believe was Rh+. 

Now, is this an ABO incompatibility? ABO 
incompatability is fairly frequent. I believe it 
is more frequent than Rh sensitivity. It is seen 
more commonly in Negro infants and is often 
seen in the first born. There is no mention 
whether this is a first born or not. However, 
the symptoms of jaundice are usually apparent 
within the first few hours, although it is usually 
much milder form of jaundice than with Rh. 
The serum bilirubin levels are usually lower 
as compared with Rh disease and there is gen- 
erally not a marked anemia. Usually the 
mother is a type O and the infant is a type 
A or B, with the mother developing iso-anti- 
bodies against the A or B. In this case, the 
mother’s blood type was A and the infant a 
type O. 

Does this baby have congenital syphilis? 
This is also a cause of jaundice in the newborn. 
The Wassermann was reported as negative and 
this baby had none of the signs of congenital 
syphilis. 

Sepsis is a common cause of jaundice in the 
nursery. However, the negative cultures and 
the slowly chronic course of the disease, I am 
sure would tend to rule out sepsis. There was 
no history of a febrile illness here. Also, 
sepsis, particularly B. coli is a common cause 
of acute jaundice early in life; it is not a com- 
mon cause of chronic jaundice. 

Anemia 

Does this baby have some type of hemo- 
lytic anemia? Spherocytosis is rare, at least the 
jaundice part of this disease in the newborn is. 
I doubt seriously whether this baby has any 
type of hemolytic anemia. The baby’s primary 
problem was jaundice for the first 2 months, 
without any anemia. Sickle cell anemia also 
would be another cause; however, the history 
does not suggest this. There was no anemia 
in the first two months. The sickle cell prep- 
aration taken once was negative. I suppose 
one report is not conclusive if you're con- 
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cerned about it, but this does not present the 
usual picture of sickle cell anemia. 

Cytomegalic inclusion disease will produce 
a picture of hepatomegaly, splenomegaly and 
jaundice in a newborn. It is presumed to be a 
virus-like disease although the disease has 
never been transmitted artificially to someone 
else. The infant is usually much sicker and it 
is often a fatal disease. Also, if you look hard 
enough, you will characteristically find inclu- 
sion bodies in the urine. This apparently was 
done and a negative report was made. 

Toxoplasmosis of the congenital type is 
another cause of jaundice. This may start 
within the first few days of life and usually 
begins with the picture of jaundice, hepatome- 
galy, splenomegaly and anemia. They may 
have a maculopapular rash, run a_ febrile 
course, develop hydrocephalus and convulsions 
and have delayed growth. They almost always 
have choroiretinitis. They have cerebral calci- 
fications and develop into severe neurologically 
damaged infants. There is no history to sug- 
gest this in this infant. In fact, there is no 
mention of the eyegrounds. 


Galactosemia 


Does this baby have galactosemia? Galacto- 
semia, as you know, is a disturbance of galac- 
tose metabolism. Normally, lactose is broken 
down into glucose and galactose, with galactose 
being converted into glucose in the liver. In 
this disease, there is a disturbance of the 
enzyme action preventing the galactose from 
being converted into glucose in the liver. The 
clinical picture produced by the elevated blood 
galactose is that of vomiting, poor weight gain, 
enlarged liver and spleen and eventually jaun- 
dice. Usually, they develop cataracts about 
the time they show evidence of severe liver 
disease. Again, there is no evidence that this 
baby has cataracts. There was no mention of 
blood glucose levels of glucose in the urine. 

I think in the case of jaundice in the new- 
born where you are undecided as to whether 
this was surgical or medical, blood sugars 
should be done, and if elevated, tests done to 
differentiate between glucose and galactose. 
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The treatment of galactosemia would be to 
take the infant off milk (containing lactose) and 
substitute a soybean milk which does not con- 
tain lactose. If done early, the clinical sypm- 
toms would disappear. 

Finally, we are ieft with the problem as to 
whether this baby had some type of hepatitis, 
versus some form of obstructive biliary disease. 
If we go back to the history again, we see 
that this baby on readmission had numerous 
notes regarding clay colored stools and had a 
bilirubin which was persistently elevated, al- 
though the bilirubin was higher on admission 
than preoperatively. This baby developed an 
upper respiratory infection, treated sympto- 
matically plus antibiotics, and apparently some- 
thing happened which did not happen before. 
This baby suddenly began to lose weight. In 
fact, it lost 2 Ib. almost within 9 days, which 
is quite unusual. Various tests were done. The 
only thing I can think of which would make a 
baby lose 2 Ib. in 9 days is either persistent 
vomiting or diarrhea, or an overwhelming 
infection. 

From the laboratory work, we find that this 
baby had a drop in hemoglobin from 12.5 to 
8 grams, although I do not know the interval 
between determinations. He also developed a 
leukocytosis up to 28,000 with a lymphocytosis 
and a slightly elevated eosinophilia. Again, I 
do not know whether the count correlates with 
the infection. So, I would have to infer that 
this baby had some type of infectious disease. 
I would be very suspicious perhaps that this 
baby developed pertussis, because pertussis can 
give a count of 28,000 and produce a lymph- 
ocytosis. It could also account for vomiting, 
poor feeding and resuitant weight loss. The 
other possibilities could be pneumonitis, pneu- 
monia or some type of aspiration pneumonia. 

It is possible that this baby had some type 
of hemolytic crisis. There is a drop in hemo- 
globin, a reticulocytosis, and signs of regenera- 
tion in the blood smear. 

There is an interval of more than a month 
between this admission and surgery. So, I 
would have to infer that one of two things 
happened. Either this baby was being watched 
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FIGURE 1 Low power—photomicrograph show- 
ing hepatic parenchyma. 


FIGURE 2, Low power—photomicrograph show- 
ing periportal space. 
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FIGURE Higher power — photomicrograph 
showing hepatic parenchyma. 


FIGURE 4 Higher power — photomicrograph 
showing periportal spaces. 


FIGURE 5 Higher power — photomicrograph 
showing periportal space. 
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and being prepared for eventual surgery, or 
else this baby was ill and couldn’t be operated 
on. The bilirubins were persistently elevated, 
however, there was no rise in these levels dur- 
ing a 5-6 week period. It was actually lower 
before surgery, than on admission. 

You are forced into waiting 1-2 months to 
make sure that this isn’t simply an over exag- 
geration of physiologic jaundice. Serial bili- 
rubins, repeat hemoglobins and examination of 
stools and urines for urobilinogen and bilirubin 
and liver function studies must be done during 
this interval. In this baby after 2 months ob- 
servation, one finds acholic stools, dark urine 
and a persistently elevated but not rising bili- 
rubin. If the bilirubin level shows a steady 
rise, over this period, I think you can fairly 
safely say that this baby has some type of 
obstructive jaundice and you are forced into 
exploring this infant. If on the other hand, 
after 2 months, the bilirubin levels begin to 
lower, I think you can hold off and wait. 

Now, in this particular case, the bilirubins 
did not rise appreciably, plus the fact that 
there is a note on the chart of a soft yellow 
stool on the 18th to further confuse us. Also, 
the increase in urobilinogen in the urine is 
somewhat against obstructive jaundice. The 
SGPT on admission was elevated and this be- 
comes greatly elevated. The transaminase can 
be used as a liver function test, and I believe 
that if I can interpret this as such, it would 
mean hepatocellular damage. Usually, it is not 
elevated in obstructive jaundice. 


Intermittent 


The only other thing that concerns me is 
whether this infant had some type of obstruc- 
tion other than congenital? Has this infant a 
tumor or a cyst which has produced perhaps 
an intermittent type of jaundice with backing 
up of bile, causing liver disease? There is no 
way I can think of to rule this out other than 
by surgical exploration. 

If I were to make a definitive diagnosis in 
order of frequency and occurrence, I would 
have to say that this baby probably had a 
neonatal hepatitis. By neonatal, I mean that 
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the baby probably developed this in utero from 
the mother who is either an active or silent 
carrier of hepatitis. There is no history here 
that the mother was ill or had hepatitis or that 
she had another infant before. Infectious 
hepatitis is rare in infants because of the long 
incubation period. Mothers with hepatitis do 
not transmit the disease to their offspring in 
contrast to other diseases whereby the virus 
and the virus of homologous serum jaundice 
which has been transmitted from the mother, 
and from the infant to another person. The 
other possibility would be some type of ob- 
structive jaundice in the biliary tree, probably 
extra-hepatic, with the possibility that there 
was some type of tumor or cyst causing an 
intermittent obstruction. We do not know 
whether the baby continued to do well. 

Dr. EHRENREICH: Had any attempts been 
made through study of blood and stool to find 
a virus? 

Dr. HERBERT LANSKY, Associate in Path- 
ology, University of Buffalo, School of Medi- 
cine; Associate Director of Pathology, Edward 
J. Meyer Memorial Hospital: Yes. Studies were 
made and no virus isolated. 

MEDICAL STUDENT: Was the child on Thora- 
zine? 

Dr. LANsky: No administration of Thora- 
zine. 

MEDICAL STUDENT: What was the diagnosis 
of the service? 

Dr. Lansky: The diagnosis of the pediatric 
service was one of persistent jaundice with 
differential diagnosis of biliary atresia and 
hepatitis. The preoperative diagnosis by the 
surgeon was biliary atresia. 


Pathology 


Dr. Lansky: A small wedge of icteric liver 
was received for examination. Microscopic ex- 
amination of the liver biopsy fragment revealed 
an orderly arrangement of liver lobules (Figure 
1). Edema is present as evidenced by separa- 
tion of the sinusoidal lining from the cords. 
Within the sinusoids, large numbers of leuko- 
cytes are seen. Conspicuous are large paren- 
chymal cells, many of which are multinucle- 
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ated; cells are somewhat distorted in shape. 
The cytoplasm is finely and irregularly vacuo- 
lated and yellowish orange pigmentation of the 
cells can be made out (Figure 2). In other 
portions of the biopsy we see more leukocytic 
infiltration and prominence of bile ducts. No 
fibrosis is apparent in this section. (Figures 
3, 4, & 5—Higher power, photomicrographs 
of Figures 1 & 2.) 

Special stains for fat were carried out. Small 
amounts of fat were demonstrable within the 
parenchymal cells. No evidence of inclusion 
bodies were found. Distinct interstitial and 
periportal inflammation. 

The pathologic diagnosis made on these 
findings is so-called: Giant cell hepatitis. 


Difficult 


This problem of hepatitis in the newborn 
has received considerable interest in the litera- 
ture of late. There has been a great deal of 
difficulty in diagnosing hepatitis in the newborn 
infant. In part this has been due to the infre- 
quent use of needle biopsy of liver in pediatric 
practice. Also, liver function studies at times 
have not presented clear cut profiles defining 
hemolytic hepatocellular and obstructive type 
of jaundice. The same problem was observed 
by our service. 

In most instances, the problem of persistent 


jaundice in the new-born has necessitated 
surgery to rule out atresia or other develop- 
mental anomalies of the bile duct system. As 
demonstrated very vividly in this case, utiliza- 
tion of transaminase determinations as a diag- 
nostic test, in addition to the increasing use 
of needle biopsy of the liver in the practice of 
pediatrics will cut down the number of ex- 
ploratory laparotomies necessary to establish 
a diagnosis. 

It may be of interest to note this child 
developed a bowel obstruction and was re- 
explored on the 7th postoperative day. At 
this time, lysis of adhesions and a segmental 
resection of involved ileum were performed. On 
the 8th day following the second procedure, 
a wound dehiscence developed. The child ex- 
pired on the 10th day after the second opera- 
tion. 

At postmortem examination, the liver was 
found to be jaundiced. The intrahepatic bile 
ducts grossly appeared normal. Histologic 
findings were similar to those observed in the 
surgical biopsy. The entire extrahepatic biliary 


tree was found to be patent. A bile nephrosis 
was present with bile casts present within the 
tubules. The lungs showed focal atelectasis; 
and a muco-hemorrhagic tracheo-bronchitis 
was also present. Congenital anomalies were 
not found in any body system. 
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I worry about syphilis rapidly 
becoming a stepchild diagnosis in medical 
thinking. I worry about the case of a pretty, 
blonde, young married girl who delivered a 
stillborn baby. When seen in my office six 
weeks after delivery, she had lesions of the 
mouth, genitalia, palms and soles, and she was 
losing her hair. She had been told by a derma- 
tologist that she had an allergic eruption and 
her obstetrician assured me by telephone that 
her blood tests for syphilis were negative pre- 
natally and at the time of delivery at the 
hospital. However, the blood drawn in my 
office was positive in high titre. The next day 
her chagrined obstetrician called me to state 
that these tests were positive at the hospital 
but the patient had been discharged before the 
report had been charted. 

I am concerned about the fact that a derma- 
tologist stated that he had not seen an early 
“lesion” syphilis in his office for six to eight 
years but, after informing him that I, with a 
smaller practice, had seen three darkfield posi- 
tive cases in the past year, he proceeded to 
find two such cases within the next three months 
among his private patients. 

Here is one “on me.” A handsome, well- 
groomed, intelligent man of twenty consulted 
me about an eruption. I had seen him inter- 
mittently since childhood for various derma- 
tologic difficulties. After examining him 
stripped to the waist, I informed him that he 
had measles, a disease he had missed in child- 
hood. After he had dressed, I shook his hand 
and with an almost subconscious gesture did 
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and Ye Shall Find 
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what my former teacher, the greater master of 
syphilology, Dr. John H. Stokes, once face- 
tiously advised, “Whenever you shake hands 
with your right hand, feel the epitrochlear node 
with the left.” The node was enlarged! I then 
instructed the patient to strip completely, only 
to find erosive papules around the penis and 
perianal regions. The darkfield was loaded 
with spirochetes. 

Are these isolated instances? Probably not. 
Each of the patients I saw in my office had a 
“story” behind him, and simply repeated in 
different form the same pattern of misdiagnosis 
because of the low index of suspicion. All of 
these patients were well dressed, clean-cut, and 
of moderate to better than average circum- 
stances. 

Let us go further. The pathologist at one 
of our largest local hospitals informed me 
that the last three diagnoses of syphilis which 
came to his attention were made not from 
blood tests or clinical findings but from tissue 
examination. These were private patients. In 
one patient four lymph nodes were excised at 
various times. How easily would the diagnosis 
have been established if syphilis had been 
included in the differential diagnosis and ap- 
propriate blood tests ordered without subject- 
ing the patient to these more formidable pro- 
cedures. One wonders by inference how many 
patients not showing obvious evidence of dis- 
ease are missed since many physicians feel that 
syphilis is so rare that the performance of 
the serologic tests is not justified as part of a 
routine physical examination. 
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In the same hospital, the chairman of the 
laboratory committee recommended that these 
tests be discontinued as a routine procedure, 
this in spite of the fact that an analysis done 
by my secretary of all charts in the same hos- 
pital for a three month period showed an 
overall positive rate of 2.62 percent. Granted 
that many may have been patients who had 
been previously treated and many may have 
been false positive readings (a finding which 
is often of considerable significance), never- 
theless here is a nucleus of one hundred and 
three patients for further investigation, certain- 
ly not an insignificant group. To the credit of 
the medical staff this proposal was flatly re- 
jected. 

All the clamor that syphilis is a disease of 
the past ignores the facts. True, there has been 
a remarkable decrease in the number of cases 
of early syphilis reported in the United States 
in the period from 1948 to 1955 from a total 
of sixty-eight thousand to six thousand, five 
hundred cases (a decrease of ninety percent). 
In fiscal 1958 there has been a three percent 
increase compared with 1957. This, in itself, 
is not alarming but the reversal of the down- 
ward trend is certainly a cause for reflection. 
The total new syphilis reported in the United 
States in 1958 was about one hundred and 
twenty-five thousand cases. This is scarcely a 
figure to be ignored, even though it represents 
a considerable decline over the 1943 figure of 
almost six hundred thousand cases. 

Those physicians who feel that syphilis is 
not seen in private practice should take note 
of the fact that, even with the rather poor re- 
porting (it is estimated that only twenty-five 
percent of venereal disease cases are reported), 
forty-four percent of venereal disease cases 
were reported by private physicians, forty-five 
percent by clinics, and ten percent by the 
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military in 1958. This is in contrast to twenty- 
two percent and seventy-two percent reported 
respectively by private physicians and clinics in 
the years 1949 to 1951. Thus, almost one- 
half of the cases are discovered by private 
physicians compared to less than one-fourth of 
the cases eight years ago. 

In the City of Norfolk, the number of dark- 
field positive cases reported by July 1959, al- 
most equalled the total of 1958 which, in turn, 
was thirty percent higher than 1957. In a 
recent door-to-door survey of low economic 
groups five hundred and sixty-eight persons 
showed positive tests of a total of two thou- 
sand, five hundred and thirty-seven performed. 
Of these two hundred and sixty-two cases. were 
returned or brought to treatment. This study 
indicates that syphilis still is with us but must 
be ferreted out. 

Are we, therefore, justified in abandoning, 
our gains in case finding at this time by elimi- 
nating routine hospital serologic testing, pre- 
marital testing, testing of potentially high- 
incidence groups, and testing at the grass roots 
level by private physicians? The tests are 
easily performed, are inexpensive, and the new 
treponemal antigens are highly specific. 
Granted that syphilis is not nearly the problem 
that it was fifteen years ago, it is far from 
extinct. Assuming that human behavior pat- 
terns will not materially change in the fore- 
seeable future, the spread of syphilis can be 
prevented only by treatment of infected cases 
until a universally given vaccination is avail- 
able. Otherwise, syphilis may again become 
more prevalent. Our index of suspicion must 
be sharply revised upward if this upward trend 
is again to be reversed. 

“Seek and ye shall find.” 
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TO OUR READERS 


The developments which have taken place over the last two 
and one-half years in providing a more sophisticated editorial 
content for MEDICAL TIMES, led your Editor to suggest to the 
publisher some time ago that there might be many busy family 
physicians who were not receiving our Journal, and who might 
be interested in the wide range of information it provides. 

With this issue, I would like to welcome these physicians who 
are receiving our Journal for the first time to the readership circle 
of MEDICAL TIMES. I hope you will look it over carefully, and 
I would more than welcome any comments on how you like it, 
and whether there is anything that the publishers might do to 
make this Journal more useful to you. 
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The whole question of immunization against tetanus has 
interested the Editor since December, 1922. A very few days 
before Christmas that year, a cat bit him while he was working 
in the laboratory of Pharmacology. Tetanus antitoxin (1500 units) 
was administered in the University Health Service. Net result? 
The Editor was one gigantic, itching hive on Christmas day and 
that’s no way to spend Christmas. During the past weeks the 
problem of tetanus has again weighed heavily on his mind because 
of the presence in the Kings County Hospital of two young 
Negresses who were “main-liner” heroin addicts, and who had 
contracted lockjaw by using dirty needles. One died suddenly of 
laryngeal spasm. The other recovered. Both had received what is 
considered to be adequate therapy. But, as is well known, the 


WHY HAVE LOCKJAW? 
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case-fatality rate from lockjaw is still high. 

The development of the mass use of tetanus 
toxoid in this country has a history which 
again interests the Editor, because of the role 
he played in getting it approved for routine 
use in the Army of the United States. In the 
Spring of 1941, after repeated efforts had been 
made to have immunization with tetanus toxoid 
approved for use in the Army, the Surgeon 
General asked the Director of the Division of 
Medical Sciences of the National Research 
Council for aid in convincing the General Staff 
that tetanus toxoid should be used. The job 
of doing the convincing was delegated to your 
Editor, who at that time was the Chairman of 
the Committee on Chemo-therapeutic and 
Other Agents. By the grapevine it had been 
learned that $50,000 had been set aside to 
immunize all the mules and horses in the 
Army. So the first tactic was to get the mules 
and horses immunized, and then see if the 
Army could be shamed into a toxoid immu- 
nization program for the soldiers under a pres- 
sure slogan “you will immunize the horses but 
not the men.” Well, that tactic got nowhere 
for this reason. It was ascertained that a 
Colonel—had the “say so” on whether the 
money would be expended. One beautiful 
Spring afternoon, the Editor went to see this 
Officer in his office in the Old Munitions Build- 
ing on Constitution Avenue. He found an 
elderly Colonel who was having a wonderful 
time playing with a new intercom which had 
been installed in his office that day. Your 
Editor made a fervent plea to immunize the 
mules and horses (saying not a word about 
humans). Still jiggling the buttons on the 
intercom, the old Colonel said, “Look here 
Doc, I know I have the decision in this matter. 
It’s something new and untried. I have been in 
the Army for almost thirty years without a 
black mark on my record. I’m six months 


away from retirement. Fifty thousand dollars 
is a lot of money to spend. I’m scared of this, 
so I’m not going to say yes and I am not going 
to say no.” That ended the interview. 

It was then decided that a frontal approach 
on the matter would be made to the General 
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Staff, and specifically to the Assistant Chief of 
Staff for Personnel (G.1), who at that time 
was Brigadier General (now General) Wade 
Hampton Haislip. Personally, he was favor- 
able to the idea of routine immunization with 
tetanus toxoid, but as he pointed out, from 
his official point of view there were many pit- 
falls. Few people really knew about it. (This 
was true in 1941.) If immunization was put 
into effect, anti-vaccinationists would be on 
their Congressmen and Senator’s necks, and 
these officials in turn would get after the Army 
(G-1). (Again true.) Was it safe? (It was 
believed to be, but experience with the use of 
fluid toxoid was scant.) All of General Hais- 
lip’s remarks were valid. However, after citing 
these and other objections, he smiled and said, 
“if you could bring me in a bale of clippings, 
all saying this is a good thing to do, I would 
put these ‘shots’ in right away.” That was a 
challenge. General Haislip’s remark was im- 
mediately taken to Dr. Morris Fishbein who 
was Chairman of the Information Committee 
of the National Research Council. This type 
of challenge was just his meat, and within a 
relatively short period of time “the bale of 
clippings” was available for General Haislip. 
Compulsory immunization against tetanus was 
introduced into the Army. 

How did it pay off? Some nine years later, 
in December, 1950, I was seeing General 
Haislip, then Vice-Chief of Staff about another 
matter, and in the course of our conversation 
the business of tetanus prophylaxis was brought 
up and he asked, “How did it work?” 

The short memorandum on the following 
page which was telephoned to me in General 
Haislip’s office that December day, I have car- 
ried in my pocketbook ever since. The statistical 
data is interesting. In World War I, when teta- 
nus antitoxin was administered as promptly as 
possible to each injured man, the morbidity rate 
from tetanus was 13 per 100,000 injuries. In 
World War II, the morbidity from tetanus was 
0.44 per 100,000 injuries i.e. 12 instances of the 
disease in somewhat more than 2,500,000 in- 
juries in the Army of the United States. /t is 
the record of a great victory in the prevention 
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WASMIN@TON 


i? 
tr. Long: 
As’ Message received from -.- 
General Bliss's office this morning, 


there were five (5) deaths and twelve 
(12) cases of tetanus. ‘ 


Mrs. Keller 


of a dreadful disease. 

With this, it’s time to get down to earth and 
really find out what tetanus immunization active 
and/or passive is all about, and what we as 
physicians should know and do about it. 

Let’s first consider active immunization with 
tetanus toxoid. Who should receive it? The 
honest answer is everybody, but from a prac- 
tical point of view this is currently an impos- 
sible goal, so limited objectives must be set up. 
These are: 

I. All individuals in the military forces. 

II. All who are in contact with dirt and in 
accident-prone industries. i.e. Farmers, opera- 
tors of heavy machinery, unskilled laborers, 
professional fishermen, persistent hunters, sani- 
tation workers, etc. 

IIf. Pregnant women (especially those liable 
to have home deliveries) in those states in 
which the mortality rates from Tetanus Neo- 
natorum are high. 

IV. Anyone who has had tetanus and sur- 
vived. (Tetanus does not produce immunity. ) 

V. It should be administered to all individ- 
uals in child or industrial health programs. 

There are a number of preparations of toxoid 
which may be used. Currently, most babies 
who are immunized are given a mixture of 
tetanus and diphtheria toxoids, and whooping 
cough vaccine at the age of three months. 
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This age is chosen because by three months the 
infant will have gotten rid of any maternal 
diphtheria antitoxin received by placental trans- 
mission. Adults are generally given fluid 
toxoid. The military however is now using a 
mixture of tetanus and diphtheria toxoid in 
their program. 

Two questions may be raised at this point. 
Are there reactions? Is the immune state 
achieved in all individuals? The answer to 
the first question is that reactions are essen- 
tially nil. Occasionally, when repeated booster 
doses are administered at close intervals (espe- 
cially if the intra-dermal route is used) local 
reactions may occur. The answer to the second 
question is yes, but the lack of a typical im- 
mune response must be as rare as “hen’s 
teeth.” It will be noted that in the illustration 
above, there were five deaths from tetanus. 
But two of these had had three injections of 
toxoid plus a booster dose. A good guess would 
be that the only people who do not become 
immune to tetanus after immunization with 
toxoid are those who have a defect in globulin 
formation. 

How does one immunize? With healthy 
babies beginning at three months of age, one 
administers three doses ‘of the mixture of 
tetanus, diphtheria and pertussis antigen at 
intervals of a month and a reinforcing dose at 
eighteen months of age. With adults one must 
give three doses of the fluid toxoid, spaced at 
intervals of three to six weeks, and a so-called 
reinforcing dose six to twelve months later. 
Then under ordinary conditions a booster dose 
should be given every four or five years. 

How rapidly does an individual become 
immune when prophylaxis is carried out under 
the schedule outlined above? The answer is 
several weeks in general, and specifically a fair 
titer of antibody begins to appear a week or 
two after the second injection. When the basic 
immunization (three injections plus a rein- 
forcing dose of toxoid) is completed — then 
the injection of a booster dose of fluid toxoid 
will be followed by a prompt rise in the titer 
of antibody in three or four days in nine out of 
ten immunized individuals and in seven days, 
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ten out of ten, will show an increase of anti- 
body in their blood serum. The rapidity of the 
increase in titer when precipitated toxoid is 
used “to boost” has not been as accurately de- 
termined but is known to be slower than when 
fluid toxoid is used. Hence, when an emer- 
gency booster dose is administered it should 
always be fluid tetanus toxoid. But suppose 
one has the basic immunization; how long will 
immunity last? The answer is that we don’t 
know accurately. The observations of Turner 
and his associates' on one hundred and forty- 
five individuals, half of whom had been immu- 
nized against tetanus five to eleven years be- 
fore the study was made, while the other half 
had been immunized less than five years showed 
that but six in the long interval group, and 
three in the short interval group, had antitoxin 
titers of less than 0.01 unit. However, the 
median antitoxin level in the shorter term 
group was ten times that of the median in the 
long interval group. It may be asked, “What 
titer is protective?” The answer is again, “We 
don’t know.” A number of investigators have 
set the “threshold of protection” at 0.1 c.c. of 
tetanus antibody per cubic centimeter of serum. 
However, there is experimental evidence in 
man’® that titers as low as 0.005 and 0.01 
will protect. Also one must remember that 
tetanus toxin itself will act as a “booster” in 
previously immunized individuals. 

When we come to passive immunization with 
tetanus antitoxin there are a number of things 
to be remembered. The first and most impor- 
tant is that as a routine practice, the adminis- 
tration of 1500 units of tetanus antitoxin for 
prophylactic purposes to an injured individual, 
is just too small a dose for individuals aged 
six or more years. If tetanus develops follow- 
ing such a dose the patient has a good basis 
for action against the physician. In the last 
eight years, the Editor has seen at least three 
instances of tetanus developing in patients who 
had received 1500 units of tetanus antitoxin 
prophylactically. While many authorities ad- 
vise the use of 3,000 to 6,000 units as the 
prophylactic dose, your Editor feels that 10,000 
units should be used. Children under six 
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should be given half this dose. Lockjaw is a 
dreadful disease. It can and should be pre- 
vented. How long will passive immunization 
be effective? That depends on two major fac- 
tors; the size of the dose and whether or not 
serum sickness occurs. With 1500 units, the 
peak of the titer of antitoxin in the blood is 
reached in a couple of days as a rule, and then 
by the end of ten to seventeen days, the anti- 
toxin will have disappeared from the blood. 
If a reaction to serum takes place, the dis- 
appearance of the antitoxin may be accelerated. 
Tetanus may occur twenty, thirty, forty or more 
days after antitoxin has been administered. 
This fact must be borne in mind when anti- 
toxin is being used. 

With all of this background in mind, let’s 
proceed to the medical care of the young man 
or woman who has stepped on the proverbial 
rusty nail an hour or two before, while walking 
around the barnyard in old tennis shoes. (The 
barnyard is put in to make it more difficult.) 
On history we find that he (or she) spent two 
years in the Army (1955-57). What do we 
do? Clean up (if necessary debride) the per- 
forating wound, and administer 1 c.c. of fluid 
toxoid, intramuscularly, in the left deltoid re- 
gion. But suppose on history we find that he 
(or she) is a World War II veteran, who had 
an injection, thought to be toxoid, in Italy, in 
January, 1945. That is fifteen years ago. Here 
the authorities are divided. Some would say, 
“An injection of toxoid.” Others would recom- 
mend, “An injection of toxoid plus 1500 of 
tetanus antitoxin.” The choice lies with the 
patient’s physician. But suppose we are deal- 
ing with a boy of fourteen at a summer camp. 
He remembers having some “shots” as a child. 
A call to his mother doesn’t bring more infor- 
mation. She remembers “shots,” but says “our 
doctor’s out-of-town and I don’t know what 
they were.” In this instance one tests the 
injured boy for serum sensitivity (intradermal 
and conjunctival test) and if the tests are nega- 
tive, then with a syringe full of Adrenalin 
handy, injects 10,000 units of purified tetanus 
antitoxin, and cleans up the wound as advised 
above. Here, even if one suspects that the 
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patient has had tetanus toxoid, it is useless to 
administer toxoid because the dose of prophy- 
lactic antitoxin being so large, the toxoid will 
not produce a booster effect. Keep the patient 
(and the syringe full of adrenalin) near you 
for at least thirty minutes after the antitoxin 
has been given. If, however, the patient is 
sensitive to horse serum one can try to get 
bovine, hog, or goat serum. These sera are 
not highly refined as a rule. Also, one can 
almost always desensitize a patient to horse 
serum. When a patient is definitely known to 
be a non-immune individual tetanus antitoxin 
is used as recommended above. One thing to 
bear in mind is that the physician should double 
the dose of prophylactic antitoxin when the 
injury is extensive and/or of a “tetanus- 
prone” type, or when it is more than twenty- 
four hours old before treatment is instituted. 

TETANUS Is PREVENTABLE. IT IS A RESPON- 
SIBILITY OF THE PHYSICIAN TO SEE THAT His 
PATIENTS AND THEIR FAMILIES ARE IMMU- 
NIZED. 


1. Turner, T. B., Stafford, E. S., and Goldman, L. Bull. 
Johns Hopkins Hosp. 94: 204, 1954. 

2. Wolters, K. L., and Dehmel, H. Ztschr.f.Hyg.v.- 
Infektionskr: 124: 326-332, 1942. 


A UNION QUITS 


In THE MORNING SUN, October 29, 1959, 
(Baltimore) it was announced that “The AFL- 
CIO union which has attempted to organize 
non-professional workers in three Baltimore 
Hospitals announced today it is quitting for 
the present its fight for recognition. The 
announcement came in a joint statement from 
Oliver W. Singleton, regional AFL-CIO direc- 
tor and Eugene P. Moats, representative of the 
Building Service Employees International 
Union, following a two day policy meeting.” 
Thus, for a second time since World War II, 
an attempt to unionize the Johns Hopkins 
Hospital has failed. 

As usual when a union takes a beating in 
trying to organize a group of workers, the union 


statement camouflages the defeat by claiming 
gains, and also by attacking the hospital which 
was their major objective, in this instance, 
Hopkins. 

The SUN goes on to say that the statement 
claims: 

“1. That organizational activities already 
have succeeded in improving the working 
conditions of employees the union sought to 
represent. 

2. That the only alternative in face of the 
hospital’s stand was a strike which the union 
did not want.” 

Now let’s consider these two remarks sepa- 
rately. In a sense, the union may have 
achieved something in getting wages raised. The 
base rate of pay at Hopkins and the Union 
Memorial Hospital was raised to thirty dollars 
per week. However it would appear that Union 
Memorial had been planning to do this for 
almost a year. Also the union claims, but their 
claim is disputed by the Director of Sinai 
Hospital, that the length of work-week was 
lessened in that hospital. It would appear how- 
ever, that overall working conditions were im- 
proved somewhat as a result of the threat of 
a strike. 

The second statement of the union relative 
to not wanting a strike is certainly true because 
the union leaders realized that public and 
local political sentiment would be opposed 
to striking the three hospitals. The Mayor 
and Controller of Baltimore are intelligent, 
sturdy individuals who are not afraid to stand 
on their own legs, and who owe nothing politi- 
cally to the union. At no time during the 
union’s attempt at organizing the three hospitals 
did the Mayor or Controller of Baltimore put 
any pressure on the three hospitals to give in. 
This was in contradistinction to Mayor 
Wagner’s using the whole weight of his Office 
and personal prestige last Spring in favor of 
the hospital strikers in New York City. 

As was pointed out in last month’s editorial, 
much of the wording of the statement was 
just what one has learned to expect in union 
statements. The Johns Hopkins Hospital was 
described with lurid words in turgid prose as 
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“Seeking to goad our unions into strike 
action, they (Hopkins Officials) showed shock- 
ingly little honest concern, and no more for 
the ethics or morals than the worst kind of 
industrial employer.” The statement goes on 
to say ““We pray for a moral awakening 
among these men of power (Hopkins Officials ) 
some of whom look down from their annual 
pinnacle of $100,000 a year and loudly pro- 
claim that their $30-a-week e:aployee is ade- 
quately compensated’.” The least one can say 
about this quote is that it is magnificent but 
forgetful bombast. Labor has closed its eyes 
and ears to the salaries and financial trans- 
actions of its Becks, Hutchesons, and Hoffas. 
Well enough of this, the important point is 
that the union quit and this is the second 
time in fifteen years that this has happened. 

Are there any lessons which hospital admin- 
istrators can learn from the Baltimore experi- 
ence? It is believed there are: 

First, a continuing educational program 
designed to acquaint the non-professional and 
para-medical employees with the mission and 


function of the hospital should be established 
by each administrator. 

Secondly, an attempt should be made by 
educational means to acquaint the non-profes- 


sional and para-medical employees with the 
costs of medical care and the broad financial 
picture of the hospital. 

Thirdly, as rapidly as possible wages should 
be increased to the federal minimum and 
work hours decreased to the federal maximum 
if this maximum is currently exceeded. 

Fourthly, employees’ locker rooms, toilet and 
bathing facilities, cafeterias, etc. should be 
brought up to adequate standards. 

Fifthly, all fringe benefits should be reviewed 
and be properly publicized to the local public. 

Sixthly, a continuing educational campaign 
should be carried on in the community to ex- 
plain why medical costs are what they are 
and to influence the community favorably 
towards the hospital. 

Seventhly, have no truck with the politicians 
if the unions proceed against you. 

Eighthly, if an organizing drive or an actual 
strike against your hospital occurs do not 
allow the union to get the administration, the 
trustees or hospital staff into a debate of the 
problem in the newspapers. Hospital trustees, 
administrators, and staff who have :o be con- 
siderably more scrupulous about the use of 
words, than does the union invariably, lose 
any arguments in the daily papers. 


WHAT'S YOUR DIAGNOSIS? 


Read the film and compare your find- 
ings with those of a top radiologist. 
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The arrival in America of Professor Adolph 
Lorenz the famous Viennese orthopedist in 
1921 was widely heralded in the lay press. 

Professor Lorenz at a meeting of The 
Society For Medical Jurisprudence held in 
New York City on December 12th, 1921, 
showed moving pictures of his famous opera- 
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tion for treatment of congenital dislocation 
of the hips. (One of the first uses of movies 
as a medical visual aid in this country.) 
Professor Lorenz was termed the father of 
“Bloodless Surgery” as the result of surgical 
techniques which he developed and practiced. 
His paper on “A New Method of Treatment 


of Irreducible, Acquired, or Congenital Hip 
Dislocations” appeared in the New York 
Medical Journal in the issue of May 7, 1923. 
Dexter D. Ashley confirmed | Professor 
Lorenz’s operative results. 
This picture of Dr. Lorenz was taken at 
the Hospital For Joint Diseases in 1921. 


Photo: United Press International 


F IT 


From Your Editor's Reading 


THE SECOND WORLD CONFERENCE 
ON MEDICAL EDUCATION 


In the last days of August and the first of 
September 1959, The Second World Confer- 
ence on Medical Education was held under 
the auspices of The World Medical Associa- 
tion at the Palmer House in Chicago. The 
First World Conference met in London in 
1953. The publicity releases and newspapers 
stated that fifteen hundred medical educators 
from all over the world were present. Actually 
there were about six hundred registered during 
the Conference. They were from all over the 
world. 

Who were these people in attendance at 
this meeting? Well as far as our own country 
was concerned, there were primarily Deans, 
Vice-Presidents-In-Charge of Medical Affairs, 
and Medical Administrators. Five of the forty 
speakers listed at the Conference as being from 
the United States were active teachers of medi- 
cine, the other thirty-five were Deans and other 
administrative types. As a matter of fact, 
during the five days of the Conference, I saw 
very few medical school teachers in attendance. 
However, when medical education and research 
are being discussed, the preponderance of 
administrators at such meetings is becoming 
more and more noticeable. Recently, at a 
meeting held to discuss the scientific activities 
of the American Medical Association, and 
attended by seventy participants, eight were 
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active medical teachers or investigators, the 
remainder administrators. It’s a trend to be 
followed with increasing concern. However, 
when one comes to consider this in a practical 
sense, it is not odd, in any field one has the 
“talkers-about-it” and the “doers.” The latter 
did not or were not asked to attend; the former 
did. Well enough of this tilting at wind-mills. 

On the day the Conference opened, the 
first hour and a half was spent by representa- 
tives of various medical, educational, political, 
and other agencies welcoming the delegates 
and their wives to Chicago. These welcoming 
speeches are very boring as a rule. They 
certainly are a waste of time, but they prob- 
ably satisfy a certain organizational egotism. 
Everyone considers such blatherings as neces- 
sary, but no one believes a word that is said. 
It would be preferable to have one salutation, 
and that brief; like the one in the ad for a 
butcher named Alex Fleming, which was noted 
in a tea shop menu in a small town Ayshire in 
Scotland where Sir Alexander Fleming was 
born. “A. Fleming, Butcher. ‘Pleased to meet 
you; meat to please you!’” Well, that’s that. 

The Presidential Address, “Medicine — A 
Lifelong Study” (the slogan of the Conference ) 
was next given by Dr. Raymond B. Allen, who 
interestingly enough is resigning as Chancellor 
of the University of California at Los Angeles 
to head up a mission to Indonesia. As far as 
this reporter is concerned, there was nothing 
new in this Presidential Address. Dr. Allen 
was for good and against evil. That essentially 
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was it. (Just like all Presidential Addresses. ) 
But, on the other hand at an international 
gathering such as this Conference, what else 
could he have said? 

In the session which followed, the first three 
speakers discussed “International Co-operation 
in Post-Graduate Education.” Professor Grze- 
gorzewski of Puerto Rico urged “international 
cross-fertilization of medical ideas,” but at the 
same time he pointed out that “Post-graduate 
students from many countries are often frus- 
trated on their return home because of the 
difficulties they encounter when they try to 
apply new knowledge to their own local con- 
ditions.” He stated that “studies abroad still 
do not meet adequately the needs of all na- 
tions,” and he urged that medical advances be 
directed “to the place within each country 
where it can be usefully absorbed.” 

Professor Sheth, a pharmacologist from 
Bombay, pointed up the severe shortages of 
medical and allied personnel and equipment in 
the underdeveloped countries and emphasized 
the dependence of such countries on the “help 
and cooperation from the better placed mem- 
bers of the free world.” He stated that in 
countries where food, clothing, and housing are 
at low levels “medical educations in general, 
and post-graduate education in particular . . 
cannot get top priority.” He described the 
medical educational needs of India and indi- 
cated that all the help that could be gotten 
could be used. 

The final speaker on this subject was Pro- 
fessor E. S. Monteiro, Dean of the Medical 
School at Singapore. Like Professor Sheth, he 
described the problems of providing post- 
graduate education in his country in which 
medical education was of very recent develop- 
ment and what was being done to develop post- 
graduate training in Malaya. However, as he 
pointed out, most Malayans will have to go out 
of the country for post-graduate education for 
some years to come. 

The afternoon session opened with a dis- 
cussion by Dr. Victor Johnson of the Mayo 
Clinic on the “Participation in Research by 
Students.” He pointed out the fact that is so well 
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known to medical educators that, “A physician 
who has done no investigation by the time he 
has finished his post-graduate residency training 
is unlikely to make significant research contri- 
butions in his subsequent career.” Further- 
more, he stated and this also is very, very true 
that “Medical research enhances the physi- 
cian’s judgment of conclusions reached in 
medical papers he reads, it sensitizes him to 
the inadequacies of evidence, increases his 
wariness of exaggerated claims, and tempers 
his acceptance of enthusiastic predictions.” 
Dr. Johnson felt that “Medical research pro- 
vides lessons in team work,” that it “fosters a 
respect for persistent routine,” and that “Dis- 
covery, great or small, of what was never 
known before, is an adventure to be cherished, 
an experience likely to color a physician’s en- 
tire outlook on his work.” He urged that at 
the medical school or residency levels all med- 
ical students or young physicians participate in 
at least one research project. 

The next speaker Dr. Ray F. Farquiharson, 
Professor of Medicine at Toronto, Canada, 
discussed “The Practicing Doctor’s Participa- 
tion in Research.” He believed that “Educa- 
tion is a continuing process which is dependent 
on active studying. The most effective means 
of studying is trying to solve problems for 
which the answer is unknown . . . the practic- 
ing doctor should study the field he knows, 
and his projects should be concerned with 
some aspect of his regular work . . . study of 
patients should be the basis of his research.” 
Dr. Farquiharson felt that the practicing doctor 
could contribute much which would be valuable 
by studying the natural history of disease, and 
that “a critical research attitude on the part of 
the practicing doctor has a great educational 
effect, it broadens his mind, increases his com- 
prehension, and, by its inherent discipline, 
raises the standards of all aspects of his 
practice.” 

In the discussion which developed toward 
the end of Monday afternoon’s program, many 
were heard but nothing much of value was 
said. Sometimes at a meeting like this, one 
gets the feeling that many people are getting 
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up to ventilate well-worn ideas solely to get 
their names on the record. Then the home 
folks anc their medical schools will know they 
have been in attendance at the meetings, and 
not out sight-seeing or drinking in the Oak 
Room or Petit Cafe. 

While most of the speakers spoke of what 
they were doing at home in stimulating re- 
search or in promoting international coopera- 
tion in post-graduate education, one very ex- 
cellent sour note was sounded by Professor 
Hans Schaefer of Heidelberg who flatly stated 
that much time and money was wasted by 
exchanged for Post-Graduate Education as 
such are now constituted. Too many of the 
post-graduate students on an_ international 
exchange are limited by language and training 
in what they can accomplish. Many have no 
critical background for research or a pseudo- 
scientific approach to it. Often, they are more 
interested in the trip itself than in what the 
trip was supposed to do for them. Professor 
Schaefer has a real point. Only too frequently 
one encounters exchange students and fellows 
who regard their stay in our country as a 
“grand tour” rather than a real opportunity 
to improve their medical knowledge. Who 
knows, though, from the political point of view, 
this may be the much better thing to have 
happen. 

On Tuesday, the four Sections of the Con- 
ference (Basic Clinical Training for All Doc- 
tors, Advanced Training for General and 
Specialty Practice, The Development of Teach- 
ers and Investigators, and Continuing Medical 
Education) got down to work. Your Editor 
spent all of his time in the section having to 
do with Advanced Training for General and 
Specialty Practice and Continuing Medical 
Education. 

In retrospect one can say that the proceed- 
ings of this Section were really quite dull most 
of the time and that—and this may be a dan- 
gerous thing to say—this dullness reflects the 
general stereotyped thinking in the field of 
post-graduate medical education, and the great 
lack of educational attention which has been 
paid to it. 
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There were, however, a few bright spots. 
Sir George Pickering (Regius Professor of 
Medicine, Oxford University) who chaired the 
Section opened the activities of his Section with 
certain very cogent remarks. As his address 
will be published later in MEDICAL TIMEs, I 
will not dwell at length on it now. He pointed 
out that there is much talk of teaching “Gen- 
eral principles” without most people knowing 
what is meant by “General principles.” He 
feels there are two major premises that should 
guide all medical education. First that “preci- 
sion of thought, particularly as expressed by 
precision of language” should be insisted upon. 
Why? Because the “Function of language is 
to convey meaning and the words must con- 
vey to the recipient what we intend them to 
mean.” This means the elimination of medical 
jargon, and of coining new words, if old words 
which accurately define what should be said 
exist. Secondly, emphasis on method is most 
important and he quoted Karl Pearson as 
follows: “The true aim of the teacher must 
be to import an appreciation of the method 
rather than a knowledge of facts, for method 
is retained when facts have been forgotten.” 
Sir George, when questioned later about his 
interpretation of the phrase, “appreciation of 
the method” as such applies to medicine, said 
that it had to do with obtaining the truths, 
while still trying for new truths which may 
make the situation clear, and then testing the 
explanation arrived at to see if it is right. 

In closing, Sir George said that post-grad- 
uate education should attempt: 

1. “To make the doctor familiar with the 
kind of material with which he is going to 
work.” 

2. “To acquaint him with those aspects of 
general science which will be of special use 
to him.” Here he suggested for general prac- 
titioners, “genetics, epidemiology, and psychol- 
ogy.” 

3. “To acquaint him (the G. P.) with spe- 
cial techniques which are proving and have 
proved useful in his particular field.” 

In any thorough consideration of Post- 
Graduate training of the general practitioner, 
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or of the education of the specialist, the ques- 
tion of awarding a certificate or a degree 
invariably arises. Currently, in the United 
States, with the exception of Minnesota and a 
few other universities, degrees are not con- 
ferred for advanced course and practical work 
medicine (M.S.), or for a combination of 
course, practical and research work, leading to 
a doctorate in one of the clinical medical 
sciences. Of course, any one who has the 
desire and the ability can take post-doctoral 
work in the basic medical sciences which will 
lead to a Ph.D. or D.Sc. 

One of the most interesting presentations 
made at the Conference was that of Mr. W. 
Bryan Jennet, F.R.C.S., Lecturer in Neuro- 
surgery, University of Manchester, Manchester, 
England, who discussed whether advanced 
training in medicine should be rewarded by 
post-graduate degrees. As he pointed out, 
“Numerous motivational studies have shown 
that monetary gain is less often the goal of 
men’s striving, than is the search for prestige 
and status.” Any one who has read Vance 
Packard’s “Status Seekers” would agree with 
this. Then Mr. Jennet rightly said that physi- 
cians are no exception to this general rule. 
However, he stated that “To be able to discuss 
the desiderata for a degree it is essential to 
distinguish clearly between certificates of com- 
petence required by the legislature and the 
recognition of scholarship by the University.” 
Certificates, he points out, “test safety rather 
than singularity. They have no right to de- 
mand the research of scholarship.” Also, when 
considering research and scholarship, he de- 
plored the attitude of “publish or be damned” 
which is noted so often, and stated that, 
“Research implies asking questions which are 
worth asking and which are hitherto un- 
answered. The right answers come only to 
those who ask the right questions,” and he 
added, these are few in number. Then he 


went on to say that “it is as fashionable today 
to do a little research, as it was in former times 
to stimulate the phagocytes, and about as use- 
ful” (italics ours). In his thinking he felt that 
“we have no longer an adequate excuse for 
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forcing the mantle of scholarship on the doctor 
who, fortunately for his patients, primarily 
wants to take care of the sick.” It was Mr. 
Jennet’s opinion that, “It is too easy to become 
so engrossed in discussing what would be best 
for ourselves that we forget the community for 
whom and on whom we live.” He would cut 
down curricular time, free the practical man 
from research, the research man from practice 
and “let hospitals . . . carry all types of men, 
rather than burden every man with all types 
of experience.” He rightly said, “The ‘Com- 
pleat’ doctor, unlike his angling colleague is a 
mythological figure.” And in conclusion he 
remarked about education in general, “In 
California, many people teach ‘education’ to 
others who are taking a master’s and doctor’s 
in education, thus entitling them to pass on 
the mystery. Many are eloquent in their com- 
ments on the courses they are required to take 
in education for normal teaching, some asking 
with the psalmist ‘Who is this that darkeneth 
counsel by words without knowledge.’ This 
is the land of education for education’s sake, 
and it should be a warning to this organization 
(The World Conference). We are surely right 
to have accepted full-time Deans with gratitude 
to do invaluable and largely unenviable tasks. 
We should go no further towards creating an 
elite of educators, should never entertain the 
notion of a higher degree in medical education. 
Let it remain an amateur sport with a closed 
season in the summer when the game migrate, 
and may we meet like this to discuss the bag, 
the guns, and the ground.” 

The third paper which in my opinion rose 
well above the rather desolate plain of medi- 
ocrity in thinking was that of Dr. Julius H. 
Comroe, Jr., late of the Postgraduate School 
of the University of Pennsylvania, and cur- 
rently, Director, Cardiovascular Research In- 
stitute, the University of California Medical 
Center. 

His thesis based on eleven years of experi- 
ence in the postgraduate medical education 
field was “that there are no problems in the 
scientific education of specialists except those 
of expediency!” He then developed his point 
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on the basis of six assumptions: (1) That the 
majority of graduates will become specialists; 
(2) that the current medical curriculum in the 
U.S.A. was never designed for the education 
of specialists; (3) that continued education, 
both in art and science of a specialty, is essen- 
tial in the residency period, because the med- 
ical school never intended to teach its students 
to be specialists; (4) that knowledge is better 
retained when learned by oneself; (5) that 
while self education is the ideal, there is just 
too much to be learned, hence courses must 
be given; (6) that “the internship and resi- 
dency, with possibly a few exceptions unknown 
to me, have never been designed wholly or 
even in large part as an experience in graduate 
medical education. The hospitals ‘approved for 
residency training’ are not and never have been 
part of our total structure of medical educa- 
tion.” “Hospitals,” he stated, “are ‘service- 
oriented’ and not ‘education-oriented.’” As 
he points out, “there is no money for graduate 
medical education,” nor does he believe that 
currently there is “time for graduate medical 
education.” House staff members attend the 
educational program only when clinical duties 
permit. Furthermore, there are neither facili- 
ties nor faculties for teaching basic medical 
sciences in hospitals and these probably never 
will be. Dr. Comroe feels very strongly that 
there should be one “truly graduate school of 
medicine” in this country. In addition he be- 
lieves that regional graduate basic science 
courses which are well organized should be 
given during the three summer months in cer- 
tain of the medical schools of our country. 
This he stated “would return the control of 
education of specialists in the basic medical 
sciences to the medical schools, and this in 
my opinion is where it belongs.” 


The Leaking Umbrella 


“It might be regarded as misfortune that 
Sanchez-Ubeda and his colleagues undertook 
to investigate the value of what is vulgarly 
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known as the antibiotic umbrella, just as the 
staphylococcus was raising its ugly head; but 
there is a moral to the story. They originally 
intended to observe a considerable series of 
postoperative cases, since “clean” cases were 
expected to yield a low prevalence of infection 
—thus requiring a large series to reveal statis- 
tical significance. In fact their study ceased 
after 511 consecutive cases had been seen, 
because the staphylococcus had mocked them. 
Alternate cases (255 in all) were given anti- 
biotic “cover” and were compared with the 
control group of 256 in which no antibiotic 
was given. In 152 cases the procedures (such 
as alimentary resection) might be expected to 
give rise to contamination; only 359 were 
frankly clean cases. In these the complication- 
rate in terms of both wound and respiratory 
infection was quite unaffected by the adminis- 
tration of antibiotics, the wound-infection rate 
being 5% in both treated and control groups; 
but allergic manifestations put the antibiotic 
group at a disadvantage, raising the overall 
complication-rate to 9.5% compared with 
5.6%. 

In the 152 “dirty” cases the incidence 
of wound infection was identical in the two 
groups, being just over 14%; the total compli- 
cation-rate was also equal at 22-23%. These 
results reflect those of McKittrick and Whee- 
lock in a pilot study undertaken in the era 
before the resistant staphylococcus. 

In the investigation by Sanchez-Ubeda et al. 
the antibiotics administered were penicillin and 
streptomycin, which would have no effect on 
resistant staphylococci. The moral is that pro- 
phylactic blunderbuss therapy with no specific 
organism in mind is like shadow-boxing with 
an elusive unidentified opponent; and it is as 
pointless as the blind administration of anti- 
biotics when vague and uncertain disorder is 
present. Dietrick et al. point out how abdominal 
symptoms may thus become masked so that 
conditions such as acute appendicitis remain 
undiagnosed and yet unrelieved, leading at 
best to lengthy illness, at worst to catastrophe.” 


The Lancet, Vol. I for 1959, 
No. 7066, P. 242, Sat. 31, Jan. 1959. 
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Failure of Ristocetin Therapy 


“Ristocetin is a new antimicrobial agent 
introduced for the treatment of gram-positive 
coccal infections. The manufacturer’s bro- 
chures suggest that it is bactericidal for staphy- 
lococci and that patients with severe disease 
caused by these organisms may be expected 
to benefit from its administration. Studies in 
vitro by one of us, described above, and by 
others demonstrate that this is not a bacteri- 
cidal drug, and very few published data are 
available to substantiate its clinical efficacy. 

This experience in the treatment of 3 
patients with staphylococcal sepsis with bac- 
teremia and the associated studies that have 
been detailed here cast some doubt on the 
value of ristocetin in the treatment of infection 
by this group of organisms. 

The activity of ristocetin in vitro was not 
affected by the size of the inoculum or by the 
presence of high concentrations of serum in 
the culture medium. 


A curious difficulty arose when neither of 


‘us, working independently, was able to deter- 


mine inhibitory and bactericidal concentrations 
of the drug in vitro consistently. This effect, 
which has not been previously encountered: in 
the investigation of other antimicrobial agents, 
seriously limited laboratory study of ristocetin. 

The treatment of three cases of staphylococ- 
cal sepsis was disappointing. Bactermia per- 
sisted in each during the administration of 
ristocetin. In 2 the serum was bacteriostatic 
and bactericidal for the causative organism in 
vitro at the very time when staphylococci were 
being recovered from the circulating blood. 
Clinical improvement did not occur in any 
case. In 1, there was a substantial deteriora- 
tion in the condition of the patient while 2 
gm. of ristocetin was being administered daily. 

These treatment failures in patients with 
infections caused by staphylococci apparently 
as sensitive to the action of ristocetin in vitro 
as strains examined by other investigators, and, 
in fact, inhibited and killed by the serum of 
the patients during treatment, suggest that a 
serious and unknown defect in the mode of 
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action of this drug must protect the micro- 
organism from its effects. It was first thought 
that this might be due to serum binding, but 
this could not be demonstrated in vitro. 

The role of ristocetin in the treatment of 
serious staphylococcal infections will be de- 
termined by future and more extensive obser- 
vations. The complete failure of response in 3 
cases of sepsis caused by these organisms does 
not suggest that it will be of great value in the 
management of this disease. Better results 
were obtained in each case by appropriately 
selected combinations of other antimicrobial 
agents, and the infection was eradicated in 2 
by this technic.” 


LOWELL A. RANTZ and ERNEST JAWETZ 
The N.E. J. of Med. (1958) 
Vol. 259. No. 20. Pp. 965-66. 


Staphylococcal Infections in 
Great Britain’s Hospitals 

“Although some progress seems to have 
been made in understanding what happens in 
hospitals, it is clear that much remains to be 
done. In the laboratory, especially, factors 
related to virulence need to be explored and in 
the wards all the numerous measures that are 
advised for the prevention of cross-infection 
need to be more precisely tested. For it is 
certain that if we prescribe too many rules 
their observance will be neglected. 

In my opinion there is no one way in which 
staphylococci spread in a hospital, and there 
is no one prophylactic method by which spread 
can be prevented. The routes of infection are 
numerous and probably often devious, and the 
precautions needed are many and often com- 
plex. 

Staphylococcal hospital infection is an infec- 
tious disease, with this subtlety, that while 
most staphylococci are, when given the best 
opportunity, able to produce septic lesions, 
relatively few of them seem able to produce 
epidemics. Probably all hospitals have their 
endemic level of staphylococcal infections, 
while some, from time to time, suffer epi- 
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demics. Our preventive measures have there- 
fore to minimize the endemic level, to prevent 
the emergence of epidemics, and to terminate 
epidemics when they occur. 

It seems probable that an epidemic is 
usually started when an especially virulent 
staphylococcus is introduced into a hospital by 
someone who is able to disperse it readily. If 
we are prepared to try, it should not be too 
difficult to recognize people who are likely to 
disperse the bacteria, but we have at present 
no satisfactory measure of the virulence of 
staphylococci other than the retrospective rec- 
ord of what a particular strain has achieved. 
There is some correlation of epidemicity with 
phage type, but we know of many introduc- 
tions of well-known virulent types into hos- 
pitals with no subsequent spread. Perhaps this 
means that they were not being dispersed suffi- 
ciently, or very likely there may be variations 
of virulence within the type. The combination 
of two factors, virulence and dispersal must be 
present; but we must hope that these two, 
although necessary, are not sufficient. Our 
preventive measures ought to be such that we 
can limit the spread of virulent strains, even 
from the profuse dispersers. 

When an epidemic has started, the best 
approach to control it is to attempt the elimi- 
nation of the epidemic strain from the hos- 
pital. This means, first, definition of the type 
of staphylococcus that is causing infection in 
the patients, and, second, a search for carriers 
of this type in the hospital personnel or pa- 
tients. Sometimes such a search will reveal 
the one dangerous carrier whose exclusion ter- 
minates the epidemic. Often the search will 
reveal several carriers. Even though it may be 
possible to judge from epidemiological analy- 
sis that one is important in an epidemic of any 
severity, it is worth treating or excluding all 
of them. These searches, with the examination 
of fomites and the typing of all staphylococci, 
will often exceed the facilities of the hospital 
laboratory. Outside agencies, such as public 
health laboratories, should be equipped and 
ready to help in these investigations, and their 
help should be readily sought by the hospitals. 
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The prevention of outbreaks would be 
greatly helped by a laboratory test of virulence 
so that the potential initiators of epidemics 
could be isolated. Otherwise, it seems that our 
only hope is to regard all persons, whether 
surgical patients, babies, or staff, with staphy- 
lococcal lesions as having virulent strains, and 
to treat them in strict isolation as one would 
cases of infectious disease. It would also be 
wise, when possible, to isolate known carriers 
of strains resistant to many antibiotics. The 
hospital also needs to have a recording system 
sensitive enough to recognize quickly ‘any in- 
crease in the prevalence of infection and some- 
one with clinical authority to scrutinize the 
records and initiate the investigations that may 
be able to stem an epidemic. 

Of general preventive measures, the aseptic 
handling of patients should receive the greatest 
stress. Every staff member’s approach to the 
patient must be informed by a realization of 
the infectiousness of staphylococcal infection. 
Everything taken from the infected patient must 
be sterilized, and all material used for the 
treatment of all patients must not only be 
sterilized but must be kept sterile right up to 
the time that it is used. The provision of 
proper facilities and equipment is an essential 
contribution from the administrators; the rapid 
and detailed recognition of the infecting bac- 
teria is the duty of the laboratory; but there 
are no gadgets and no drugs or vapors that 
can relieve the people who handle the patients 
of their perennial responsibility for handling 
them aseptically.” 

R. E. O. WILLIAMS, M.D. 
Public Health Reports (1958) 
Vol. 73, No. 11, Pp. 968-69. 


Staphylococcus Aureus in an Operating Site 

“1. An attempt was made to determine the 
presence and number of staphylococci present 
in various areas of operating rooms during 71 
operations. A total of 1,096 bacterial cultures 
were obtained. Two of the patients developed 
postoperative infections of deep wounds. 
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2. The incidence of coagulase positive cul- 
tures of staphylococci isolated from the anterior 
nares of all persons entering the operating 
rooms was greater in those members of the 
hospital staff who had close contact with in- 
fected patients. 

3. The presence of many different bacterio- 


_ phage types of Staphylococcus was detected in 


the anterior nares of the 136 members of the 
hospital personnel who entered the operating 
rooms during the period of five days from 
August 13 to August 17, 1956. Five of these 
types of Staphylococcus were known to cause 
postoperative wound infections which occurred 
during the period from July 1 to October 31, 
1956, and were isolated from 13 percent of 
the personnel. Other strains were isolated 
which were not implicated in any infection 
during the period of five months. 

4. Staphylococci were isolated from the 
interior of 90 percent of 481 surgical gloves 
at the conclusion of the surgical procedures. 
The mean bacterial count was 4,212 per glove. 
Coagulase positive staphylococci were isolated 
from 14 percent of the gloves, but none of the 
strains from gloves was susceptible to bacter- 
iophage. Approximately 10 percent of the 
surgical gloves were punctured or torn during 
surgery. 

5. Coagulase positive staphylococci were 
isolated from 11 percent of samples of skin 
obtained from the edge of incisions, 8 percent 
of samples of solution used in rinsing instru- 
ments during surgery, and from 17 percent of 
surgical incisions which were cultured just prior 
to closure. These strains, with two exceptions, 
were not typeable with bacteriophage. 

6. Various fomites such as talcum powder, 
rubber drains, tubes, soaps, brushes and sur- 
gical packs were found to have a low incidence 
of viable bacteria. 

7. The air of the operating rooms contained 
a predominance of staphylococci mixed with 
other bacteria. The contamination of the air 
became greater as the number of people in 
the room increased. None of the cultures of 
coagulase positive staphylococci obtained from 
the air was typeable with bacteriophage. 
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8. Two of the 71 patients developed infec- 
tions of deep surgical wounds. In both in- 
stances coagulase positive staphylococci were 
isolated from the infectious processes, but the 
cultures were not typeable with bacteriophages. 
It was not possible, therefore, to trace the 
source of infections in this study. 

9. The need for rigid asceptic techniques to 
prevent the acquisition of carrier states with 
pathogenic staphylococci by members of hos- 
pital personnel and the spread of these bacteria 
to susceptible hosts is emphasized. It appears 
reasonable that the use of prophylactic anti- 
biotics cannot be substituted for careful technic, 
since the strains causing the infections are 
usually resistant to the action of the commonly 
used antibiotics.” 

ROBERT I. WISE, FRANCIS J. SWEENEY, JR., 


GEORGE J. HAUPT and MARY ANN WADDELL 
Annals of Surgery (1959) Vol. 149, No. 1. Pp. 40-41. 


Staphylococcal Infection Resistant to 
Chloramphenicol, Erythromycin, 
and Novobiocin 


“A policy whereby antistaphylococcal anti- 
biotics were used only in combination was 
introduced into a large general hospital. 

The antibiotic sensitivity of all strains of 
Staph. pyogenes isolated from infections in the 
hospital was studied during a period lasting 
six months before the introduction of this 
policy and six months afterwards. 

Analysis of erythromycin- and chloramphe- 
nicol-resistant infection has shown evidence of 
cross-resistance between these two antibiotics. 
Of 23 erythromycin-resistant strains, 11 came 
from patients who had been treated with chlor- 
amphenicol (in eight cases in combination with 
erythromycin and in three cases without). 
Moreover, eight of the erythromycin-resistant 
strains also showed resistance to chlorampheni- 
col, although in two cases the patient had been 
treated with erythromycin but not chloram- 
phenicol. 

No such cross-resistance was noted between 
erythromycin and novobiocin, and of 108 


99 


re 


patients treated with this combination none 

yielded a staphylococcus resistant to erythro- 

mycin, although in two instances strains re- 
sistant to novobiocin were isolated.” 

MARY BARBER, M.D., ANNA CSILLAG, Ph.D., 

and A. J. MEDWAY, A.LM.L.T. 

Brit. Med. J. (1958) No. 5109, P. 1380. 


Medical Aspects in the Control of 
Hospital Acquired Staphylococcal Infections 


“When a hospital is confronted with hos- 
pital acquired staphylococcal infections, the 
extent of the problem should be determined by 
tabulating all infections related to hospitaliza- 
tion including those occurring in the immediate 
period following discharge of the patient. 
When an epidemic is present, all isolated coag- 
ulase-positive staphylococci should be bacterio- 
phage typed to find the prevalent strain and 
to trace its possible source. Since about 1955, 
type 80/81 staphylococcus has been the most 
frequent cause of hospital epidemics but a few 
other types have also been found to produce 
epidemics. 

Paramount in successful control is strict iso- 
lation of infected patients and removal from 
duty of infected personnel. Other control meas- 
ures must be decided upon locally by a given 
hospital. The hospital’s Committee on Infec- 
tions should institute these control measures 
and have the authority to enforce them. Rou- 
tine therapy of patient and personnel infections 
does not require the use of antibiotics. 

The epidemic strain of staphylococcus 80/81 
is no more resistant to germicides than is any 
other staphylococcus. The final assessment of 
the value of a germicide applied to walls, 
floors, and blankets lies in its effect on the 
infection rate in a hospital. It is hoped that 
a governmental health agency will conduct lab- 
oratory and field trials on these preparations. 
More information is required before signifi- 
cance can be attached to the staphylococci in 
the inanimate environmental reservoir. 

Hospital acquired staphylococcal infections 
will probably be a long-term problem, because 


the epidemic strains are passing to the com- 

munity in greater numbers. This means the 

community will continue to reseed the hos- 
pitals with the staphylococci.” 

KENNETH M. SCHRECK 

The Am. J. of the Med. Sciences (1959) 

Vol. 327, No. 2, P. 157. 


Effects of Disinfectants on Antibiotic 
Resistant and Antibiotic Sensitive Strains 
of Micrococcus Pyogenes, Var. Aureus 


“Several classes of commonly used disinfec- 
tants have been evaluated, in vitro, for their 
germicidal activity against several strains of 
antibiotic resistant and antibiotic sensitive 
strains of Micrococcus pyogenes, var. aureus. 
Evidence is presented to show that there is no 
correlation between the resistance or sensitivity 
to the disinfectants used in this study. In gen- 
eral, the antibiotic resistant and antibiotic sen- 
sitive strains of staphylococci are both equally 
sensitive to disinfectants. Thus, the recom- 
mendations of the dilutions by the manufac- 
turer for effective disinfection by their respec- 
tive products may be relied upon for the de- 
struction of both types of staphylococci. 

Preliminary data and a brief discussion de- 
scribe a new iodophor, virac, in which ele- 
mental iodine is combined, or ‘complexed’, 
with a _ synthetic, cationic, surface-active 
agent.” 

Cc. A. LAWRENCE 
Surgery, Gynecology & Obstetrics (1958) 
Vol. 107, No. 6. 


Staphylococcal Infection in 
Mothers and Infants 


“A further outbreak of staphylococcal infec- 
tion in two maternity units produced 27 ma- 
ternal abscesses. The staphylococcal strain 
responsible was the phage-type 80/81. 

The infant was found to be a frequent source 
of maternal infection and was usually contami- 
nated either directly, or by aerial transmission, 
from staff carriers. The transfer of staphy- 
lococci from the infant to the maternal breast 
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milk is important in the pathogenesis of breast 
abscess. 

Neonatal sepsis rates were assessed before 
and after the introduction of control measures. 
Maternal and infant nasal carrier-rates over a 
three months’ period (in the abscence of severe 
sepsis) were investigated. The staff carrier- 
rates were assessed on three occasions in ten 
months. 

It is concluded that a nursery may be 
“seeded” with staphylococci from a nasal car- 
rier among the staff, and that a nursery “reser- 
voir” of staphylococci may persist by hand or 
air transfer from infant to infant. An infant 
carrying staphylococci may transmit the organ- 
ism to the mother’s breast, either directly via 
a cracked nipple, or by inoculation of the breast 
milk, and a breast abscess may then develop.” 


J. A. MONRO and N. P. MARKHAM 
The Lancet (1958) Il, 190. 


Staphylococcus Aureus in the Feces 


“1. The occurrence of Staph. aureus in the 
stools of hospital patients has been investi- 
gated. The carrier rates of staphylococci in the 
nose and stools of patients on admission to 
hospital have been found to be approximately 
30 percent and 10 percent respectiveiy. All 
three phage groups were represented, but the 
organisms were, in general, sensitive to anti- 
biotics. 


2. Carriage of staphylococci in the stools of 
hospital patients appears to be intermittent and 
the more cultures that are examined from any 
group of patients, the higher will the carrier 
incidence appear to be. 

3. In the whole mixed series of patients, 
some having antibiotic treatment or undergo- 
ing operation, some both, some neither, there 
was no significant increase in fecal staphy- 
lococcal carriage rate during stay in hospital. 
The factors contributing to this overall steadi- 
ness are discussed. 

4. A group of patients acquired fecal staph- 
ylococci of phage-gréup III, resistant to sev- 
eral antibiotics. All had had antibiotic therapy, 
and the majority operations involving removal 
of part of the stomach. 

5. No cases of necrotizing enteritis occurred, 
and the staphylococci, when encountered, were 
far less numerous than in most cases of the 
disease attributed to this organism. In no case 
was the normal flora eliminated as a result of 
antibiotic treatment. 

6. The presence of staphylococci in the 
stools seems to be correlated with nasal 
carriage, though not necessarily of the same 
strain. 

7. These results were discussed in relation 
to the condition of necrotizing enteritis.” 


H. G. PENMAN and J. M. PULLAN 
The Brit. J. of Surg. (1958) 
Vol. XLVI, No. 197, P. 253. 
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The 


American 
Heart 
Association 


For more than 50 years, this vol- 
untary agency has played a major 
role in our nation’s health progress. 


GEORGE E. WAKERLIN, M.D., Ph.D. 


L, 1924 the American Heart 
Association was organized and incorporated as 
a national body with membership limited to 
physicians primarily interested in cardiology. 
During this period, affiliated heart associations 
were organized in New York City, New Eng- 
land, Philadelphia, and Chicago. 

The original aims of the American Heart 
Association were gathering, dissemination and 
application of knowledge concerning cardio- 
vascular function and disease; the encourage- 
ment of cardiac clinics; cooperation with other 
health organizations; and the establishment of 
local heart associations and committees to 
implement these objectives. 

The professional education activities of the 
early AHA included an annual scientific meet- 
ing, the publication of a scientific journal, and 


Dr. Wakerlin is Medical Director of the American Heart 
Association. 
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the development of standards for the guidance 
of the medical profession in relation to cardio- 
vascular disease. 

In 1935 a Section on Peripheral Vascular 
Diseases was formed (which today is the 
Council on Circulation), thus giving formal 
recognition to the complementary relationship 
of the peripheral circulation and cardiology. 
At the same time membership was broadened 
to include not only clinicians, but anatomists, 
biochemists, physiologists, pharmacologists, 
public health workers and surgeons. 


Public Support 


During the late 1930’s the physician leaders 
of the Association concluded that the conquest 
of cardiovascular disease required the support 
and participation of the public as well as phy- 
sicians and scientists. World War II delayed 
plans for re-organization, but in 1948, with the 
help of lay leadership, the American Heart 
Association became a national voluntary health 
agency similar to the National Tuberculosis 
Association and the American Cancer Society.* 

Lay men and women were welcomed to 
membership in the American Heart Associa- 
tion and on its Board of Directors as partners 
in the campaign against heart disease. Soon, 
substantial nation-wide financial contributions 
to the Association permitted the expansion of 
research, education, and community service in 
the cardiovascular field. 

Under the new organization, the Association 
established scientific councils on community 
service and education, rheumatic fever and 
congenital heart disease, clinical cardiology, 
circulation, and cardiovascular surgery. 

In 1950 the American Foundation for High 
Blood Pressure Research which had functioned 
as an independent agency for four years, be- 
came the Council for High Blood Pressure Re- 
search of the Association. 

In 1954 the Council on Basic Science was 
established, and in 1959, the American Society 


*In 1948, leaders of the Association played an im- 
portant role in the establishment by Congress of the 
National Heart Institute; the Institute and the Associatior. 
have collaborated closely in their programming ever since 
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for the Study of Arteriosclerosis affiliated with 
the Association as its Council on Arterio- 
sclerosis. 

During the past ten years, affiliate heart 
associations have been organized in all states 
as well as in Puerto Rico. Membership of the 
American Heart Association and its affiliate 
associations is 35,900, of whom 20,500 are 
physicians, medical scientists and members of 
other health professions, and 15,400 are 
laymen. 

The budget of the Association has grown 
from less than $100,000 before re-organiza- 
tion to more than $22,000,000 for the year 
1958-59. Most of this money is contributed 
by the public during the Heart Fund Campaign 
of February. 


Objective 


The primary and ultimate objective of the 


American Heart Association and its affiliate . 


heart associations is the conquest of cardio- 
vascular disease. The keystone of the plan to 
achieve this is the support of biological and 
medical research to an ever-increasing degree. 

Highly important also are the AHA’s pro- 
fessional and public education and community 
service programs which are designed to effect 
maximum utilization of knowledge already 


available, but without direct service to 
patients. 
Organization 


The AHA is democratically organized with 
the voice of its professional membership at 
least equal to its lay membership. Since the 
program is basically medical and scientific, the 
Association leans most heavily upon its physi- 
cian and professional membership for guidance. 

Lay membership has predominant responsi- 
bility for fund raising, business management, 
and public relations. However, there is no 
sharp line between professional and lay mem- 
bers in regard to functions and responsibilities. 
The basic criterion is the effectiveness of 
members in furthering the aims of the Asso- 
ciation. Frequently physicians assist in prob- 
lems of administration and lay volunteers some- 
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VOLUNTARY HEALTH AGENCY 


Typically, the voluntary health agency 
functions as a partnership among physicians, 
other health profession personnel, non- 
medical community leaders, and other dedi- 
cated lay men and women. Financial sup- 
port comes from voluntary contributions 
and bequests by the public. Volunteer 
physicians, medical scientists, and lay lead- 
ers, assisted by full-time staff, administer 
and conduct the typical agency program of 
medical and biological research support, 
professional and public education, and com- 
munity services. The nature and propor- 
tion of these vary from one agency to 
another. Basically, the voluntary health 
agency is an expression of man’s sense of 
individual responsibility for the welfare of 
his fellow man. 


times contribute importantly to medical pro- 
gramming. 

The most broadly representative body of 
the American Heart Association is the Assem- 
bly which convenes for two days each year at 
the time of the Annual Meeting. 

Through panel sessions, the Assembly dis- 
cusses policy matters and other problems and 
makes recommendations affecting Association 
welfare to the Board of Directors. 

The basic importance of the Assembly is 
indicated by its power to elect the officers and 
Board of Directors of the Association. The 
Assembly includes delegates chosen by affiliate 
heart associations and elected by the scientific 
councils. 

Of Assembly delegates, including officers 
and Board members, 286 are physicians, 
medical scientists and other health professionals 
and 150 are laymen. 

The officers of the Association are a presi- 
dent, president-elect, nine vice-presidents, a 
secretary and a treasurer. The president, 
president-elect and six of the vice-presidents 
are physicians or medical scientists. This year 
the president is Dr. Francis L. Chamberlain of 
San Francisco and the president-elect, Dr. A. 
Carlton Ernstene of Cleveland. 
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The Board of Directors is composed of 117 
members elected by the Assembly from the 
nominees of affiliate heart associations and of 
the scientific councils. Like the Assembly, the 
Board is broadly representative of all areas of 
professional and lay interest in the heart move- 
ment. This year there are 67 professional mem- 
bers and 50 lay members on the Board. 

The Board is the governing body of the 
Association and its enactments become the 
policies and program of the Association, al- 
though they are subject to review by the 
Assembly. The Board elects its chairman who 
presently is Mr. Bruce Barton of New York 
City. 


Committees 

The principal committees of the Board are 
Nominating, Budget (which scrutinizes and 
approves the budget), Finance (which deter- 
mines that money is available for the proposed 
budget and recommends fiscal policies), 
Awards, Assembly Planning, Public Relations, 
Fund Raising, and Policy. 

Physicians or medical scientists are members 


of all of these committees and are usually 
chairmen of those which are mast concerned 
with medical and scientific programming, 
namely, the Nominating, Budget, Awards, and 


Policy Committees. The officers, Board of 
Directors and committees are served by Mr. 
Rome A. Betts, Executive Director and the 
staff of the General Services Division of the 
Association, with assistance where necessary 
from the medical director and the staff of the 
Medical Division. 

From the standpoint of the objectives of 
the Association, the most important committee 
reporting to the Board of Directors and its 
Executive Committee is the Central Committee 
for Medical and Community Programs. This 
Committee initiates, guides and reviews med- 
ical and community programs of the AHA and 
affiliates. 

The Central Committee is chaired by the 
immediate past-president of the Association, 
who this year is Dr. Robert W. Wilkins of 
Boston. 
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The Committee is composed of the chair- 
men of the eight AHA scientific Councils, five 
chairmen of the principal committees of the 
Council on Community Service and Education 
(the largest and most diversified of the Coun- 
cils), the chairmen of the four standing com- 
mittees of the Central Committee, seven mem- 
bers at large and the officers of the Association, 
ex officio. 

Under Central Committee supervision, the 
medical and community programs of the Asso- 
ciation are implemented by the four standing 
committees on Research, Scientific Sessions, 
Professional Education, and Publications, and 
by the eight Councils of the Association. The 
Central Committee and its committees and 
councils are served by the medical director 
and staff of the Medical Division. 


Research 


The Research Committee is composed of 
twelve members elected by the Central Com- 
mittee. Each scientific council is represented 
on the Research Committee and there are five 
members at large. The term of membership is 
five years and the terms are staggered. A 
Research Committee member is ineligible for 
re-election and may not serve on the research 
committee of any other organization during his 
AHA tenure. 

The Research Committee is responsible for 
the expenditure of more than half of the budget 
of the National Office and also advises affiliate 
heart associations in relation to their research 
programs. 

Research support by the AHA and affiliates 
totaled more than $8 million this year of which 
more than $3 million was allocated by the 
National Office and $5 million by affiliate heart 
associations. 

Approximately half of the national research 
funds support fellowships, which this year in- 
cluded 58 research fellows 32 advanced re- 
search fellows, 83 established investigators, and 
6 career investigators. The last category was 
pioneered by the American Heart Asso- 
ciation. 

The other half of national research funds is 
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allocated as grants-in-aid, of which there were 
236 this year. 

One-third of our grants-in-aid are for basic 
research, one-third have basic implications, and 
one-third are classifiable as applied research. 

All of AHA’s career investigators and most 
of its established investigators and research fel- 
lows are interested in basic phenomena, 
whether the approach is made from the labora- 
tory or the clinic. The soundness of Research 
Committee policy which emphasizes men rather 
than projects, is indicated by the fact that after 
five years of American Heart Association sup- 
port, most of the association’s established inves- 
tigators are called to mature posts in medical 
research and teaching. 


Professional Education 


The Committee on Scientific Sessions Pro- 
gram of the Association is responsible for the 
scientific sessions of the Annual Meeting of 
the Associations. The 1958 Scientific Sessions 
in San Francisco were attended by 3400 phy- 
sicians, medical scientists, other health profes- 
sion people, and interested laymen. All inter- 
ested physicians, residents, house officers, and 
medical students were invited to attend the 
Scientific Sessions in Philadelphia from October 
23 to 25, 1959. Throughout these three days 
there were sessions designed especially for 
physicians in general medicine, as well as 
special sessions for cardiologists, other cardio- 
vascular specialists, and medical scientists. 

A number of outstanding medical meetings 
and conferences are conducted by affiliate, state 
and local heart associations each year, one of 
the most widely recognized being a symposium 
on the pulmonary circulation sponsored by the 
Chicago Heart Association in 1958. This sym- 
posium is now available in published form. 

The Committee on Professional Education 
functions mainly through working groups on 
audio-visual materials, exhibits, films, sympo- 
sia, and monographs and pamphlets. The 
Committee assists affiliate heart associations in 
their professional education programs. Pres- 
ently the American Heart Association, through 
the Committee, is sponsoring jointly with the 
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National Heart Institute an exhibit on the pro- 
grams and accomplishments of the two organ- 
izations, which is on display at a number of 
national medical meetings this year. 

The Committee recently supervised the pro- 
duction of a film for physicians on “Disorders 
of the Heart Beat” and sponsored publication 
of an electrocardiograph textbook. It is pres- 
ently considering films for physicians on 
strokes, congestive heart failure, coronary 
heart disease, peripheral vascular disease and 
cardiac emergencies and welcomes suggestions 
regarding these subjects and also suggestions 
relative to subjects for physician education 
exhibits, pamphlets and monographs. 

The Publications Committee supervises the 
professional journals of the Association; name- 
ly, “Circulation” (8300) published for cardi- 
ologists, “Circulation Research” (3200) for 
laboratory investigators, “Modern Concepts 
of Cardiovascular Disease” (100,000) for 
cardiologists and other physicians, and “The 
Heart Bulletin” (45,000) for general practi- 
tioners. 

During the past ten years, a number of Ad 
Hoc Committees of the Central Committee 
have contributed importantly to cardiovascular 
research, physician education, and medical 
practice. Of these, I mention only a few: the 
Committees on Ballistocardiography, Electro- 


cardiography, Catheterization and Angiog- 
raphy, Anticoagulants, and Blood Vessel 
Banks. 

Councils 


Also important in the conduct of the medical 
and community programs are the eight Coun- 
cils which report to the Central Committee. 

@ The Council on Circulation is composed 
of 405 physicians and medical scientists who 
are outstanding investigators or leading clin- 
icians in the cardiovascular field. 

@ The Council on Clinical Cardiology is 
composed of more than 3,000 physicians limit- 
ing their practice to cardiology or with a 
significant interest in cardiology. This Council 
shares responsibility with the Committee on 
Scientific Sessions Program for the Annual 
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Meeting’s Scientific Sessions intended for physi- 
cians in general medicine (accredited by the 
American Academy of General Practice.) 

@ The Council on Cardiovascular Surgery 
has a membership of 360 cardiovascular sur- 
geons and is presently interested in improving 
methods of securing the large amounts of 
blood needed for open heart surgery. 

@ The Council on Basic Science. Member- 
ship numbers 791 and is made up of physio- 
logists, pharmacologists, biochemists and other 
basic scientists, as well as physicians with a 
significant interest in basic science. This 
Council effects an excellent liaison between the 
basic medical sciences and clinical interests in 
the cardiovascular field. 

@ The Council for High Blood Pressure 
Research includes leading American physicians 
and medical scientists in this field, as well as 
interested laymen. It holds an Annual Meet- 
ing in Cleveland, the scientific proceedings of 
which are published. Ad Hoc Committees of 
the Council have been responsible for valuable 
reports dealing with blood pressure determina- 
tions and other aspects of the diagnosis and 
treatment of hypertension. 

@ The Council on Rheumatic Fever and 
Congenital Heart Disease is composed of 556 
physicians, medical scientists and other profes- 
sional personnel and 229 laymen. This Council 
has been widely recognized for its leadership 
in developing criteria for the diagnosis of 
rheumatic fever, in initiating rheumatic fever 
and bacterial endocarditis prevention programs, 
and in improving diagnostic procedures for 
congenital heart disease. Recently, a National 
Conference on Rheumatic Fever Secondary 
Prevention Programs, sponsored by the Amer- 
ican Heart Association and the Heart Disease 
Control Program of the United States Public 
Health Service, was held in Chicago, and en- 
abled many local heart associations and others 
participating in such programs to compare their 
experiences. 

@ The Council on Arteriosclerosis is com- 
posed of 261 physicians and medical scientists 
all of whom are important contributors to 
knowledge and improved medical ‘pra¢tice in 
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relation to arteriosclerosis. The Council holds 
an Annual Meeting usually in Chicago and has 
been responsible for a number of valuable re- 
ports dealing with arteriosclerosis. 

@ The Council on Community Service and 
Education as previously mentioned, is the 
largest and most diversified of the Councils. 
Its membership includes physicians, public 
health workers, other health professionals, 
teachers and laymen, for a total of 1,082,334 
of whom are physicians, medical scientists, and 
other health profession personnel. The Council 
is responsible for the conception, development, 
and implementation of the paramedical and 
public education and community service pro- 
grams of the AHA and its affiliate heart asso- 
ciations. 


Paramedical Education 


The American Heart Association is expand- 
ing its educational program for the ancillary 
medical professions, particularly nurses and 
dentists, and to a lesser extent, pharmacists and 
social workers, and strongly recommends in- 
creased effort in this direction by state and 
local heart associations. This year every state 
and many local heart associations sponsored 
at least one cardiovascular workshop for nurses. 
The AHA is now considering a film for nurses 
on “Nursing Care for Cardiac Patients” and 
one for dentists entitled “Dental Management 
of Cardiac Patients.” 


Public Education 


The American Heart Association, through 
its Council on Community Service and Educa- 
tion, has produced many educational materials 
for laymen, including films, books, and pamph- 
lets. Such materials are always aimed at sup- 
plementing and reinforcing physician advice. 
This year, for instance, films on congenital 
heart disease, varicose veins, and the circula- 
tory system were produced, as well as sodium- 
restricted diet booklets, a pamphlet on strokes, 
and a pamphlet on “A Safe Work Load for 
the Farmer with Heart Disease.” Some of our 
pamphlets have been read and some of our 
films viewed by hundreds of thousands of 
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Patients and others, principally through our 
local heart associations. 

The American Heart Association, state and 
local heart associations maintain information 
and referral services which each year process 
several hundred thousand inquiries under com- 
petent medical supervision. 

Heart Fund campaign materials are ordi- 
narily educational in nature and only second- 
arily suggest contributions. 


Community Service 


In community service, the AHA and its 
affiliates and chapters have made especially 
significant recent contributions to rehabilitation, 
school health, and epidemiological studies. 
More than 50 work evaluation units serving 
2,500 persons yearly on a dmonstration basis, 
are sponsored by affiliate and chapter heart 
associations. Two quarter-hour films, “Help 
for Young Hearts” and “Back on the Job” are 
assisting affiliate and local heart associations in 
their rehabilitation programs. 

Many thousands of patients handicapped by 
the aftermath of strokes and heart attacks are 
in need of rehabilitation and in milder cases 
much can be done in the home by proper 
medical care, assisted by nurses, physical thera- 
pists, vocational counselors, psychologists, and 
social workers adequately trained in rehabili- 
tation. Moreover, cardiac-in-industry programs 
sponsored by local heart associations are creat- 
ing a favorable climate for the employment 
of cardiacs. 

Last year the American Heart Association 
took leadership in arranging for a national 
conference on school health education which, 
for the first time, brought together leaders of 
state departments of health and state depart- 
ments of education. 


Many local heart associations conduct 


school health programs which enable more of 
our youth to know of and benefit from new 
knowledge in the field of heart. This spring, 
the American Heart Association and the Na- 
tional Heart Association and the National 
Heart Institute sponsored a conference of re- 
search workers to develop -better .standards 
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and criteria for epidemiological studies of the 
cardiovascular diseases. 

The AHA and its affiliate and chapter heart 
associations have stimulated the establishment 
of many new cardiovascular clinics over the 
country in private as well as public hospitals 
and have assisted in the strengthening of others. 
A number of local heart associations support 
blood vessel banks although the need for such 
banks may diminish as synthetic vessels are 
increasingly used. Several affiliate heart asso- 
ciations have developed successful programs for 
supplying the large amounts of blood required 
for open heart surgery. Vocational guidance 
projects, home care programs, cardiac home- 
maker programs, and diet instruction classes 
are among other community services rendered 
by affiliate and chapter heart associations where 
appropriate. 

American Heart Association policy is op- 
posed to direct patient service, to the purchase 
of hospital equipment primarily for patient 
service, and to clinical traineeships for physi- 
cians. The AHA believes the channeling of 
funds, which might be thus expended, into 
research locally or nationally will ultimately 
be of more benefit to the heart patient. 


Accomplishments 


What have been the over-all-accomplish- 
ments of the American Heart Association and 
affiliates and chapters during our first 1948- 
1958 decade? More progress has been made 
against the four principal forms of cardio- 
vascular disease; viz., rheumatic, congenital, 
hypertensive, and arteriosclerotic, than in the 
preceding 50 years. 

Ninety percent of the children who formerly 
acquired rheumatic heart disease can now be 
protected from it by antibiotics or sulfa 
drugs. 

Thousands of children and adults with con- 
genital heart disease are now cured or greatly 
improved by surgery. 

Hundreds of patients with hypertensions of 
known causes have been cured by surgery, and 
tens of thousands with essential hypertension 
are having their lives prolonged and their pro- 
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ductiveness enhanced by effective drug 
therapy. 

Thousands of patients with coronary heart 
disease have had their lives saved or prolonged 
by anticoagulants and other recently introduced 
therapies. 

Blood vessel surgery has helped patients with 
severe atherosclerotic involvement of the aorta 
or extremities. 

Many other advances have been made in 
the past ten years: improved therapy of vari- 
cose veins, more knowledge of cardiovascular 
functions, and better cardiovascular diagnostic 
procedures, to mention only a few. More im- 
portant, atherosclerosis is no longer looked 
upon as an inevitable part of the aging process 
and therefore incapable of conquest, but is 
now recognized as a disease which will one day 
be cured or prevented. 

American Heart Association and affiliate 
and chapter research played a part in every 
one of these advances. 

AHA’s professional education programs 
have hastened the application of this new 
knowledge, and lay education and community 
service programs have facilitated its accept- 
ance and understanding by the public. 

The accomplishments of the American 
Heart Association and its affiliates and chap- 
ters are summarized in the 1957 Annual 
Report of the Association covering its first 
decade as a voluntary health agency and in the 
1958 Report which may be obtained by writ- 
ing the AHA Department of Public Informa- 
tion in New York City. 

The benefits received by the public from 
the American Heart Association program are 
confirmed by 37,000,000 yearly contributors 
to the Association. The soundness of its med- 
ical program is attested by the 20,500 physi- 
cians who maintain membership in the Asso- 
ciation. The steady growth and productiveness 
of its eight scientific councils are excellent 
evidence of the freedom of action and sense of 
accomplishment available to physicians and 
medical scientists within the American Heart 
Association. 

The vital role in the national welfare 


played by the AHA result from the fact 
that volunteer leadership has always come 
from the top echelons of American medicine, 
business, education, and other fields. — 


Cooperation 

The American Heart Association cooperates 
with. the National Heart Institute which con- 
ducts a similar research program, and with the 
Heart Disease Control Program of the Public 
Health Service, also interested in professional 
education, lay education, and community serv- 
ices. AHA works with other major voluntary 
health agencies, particularly with the American 
Cancer Society, and local heart associations 
collaborate with local health and welfare de- 
partments, local voluntary health and welfare 
agencies, and other groups, such as women’s 
clubs, civic organizations, industry, and labor, 
in the best interests of the heart movement 
and the community. 

The AHA has close liaison with the Office 
of Vocational Rehabilitation and The Chil- 
dren’s Bureau of the Department of Health, 
Education and Welfare, contributes to the 
support of the Inter-American Society of 
Cardiology and the International Society of 
Cardiology, and cooperates with the Registry 
of Cardiovascular Pathology of the Armed 
Forces Institute of Pathology. 

Cordial relations are shared with the Amer- 
ican Medical Association and through our state 
and local heart associations, with its consti- 
tuent state and county medical societies. 
Heart Association policy dictates that local 
medical society approval must ordinarily be 
obtained for new local education and com- 
munity service programs. Many of our physi- 
cian volunteers are also leaders in their local 
and state medical societies, and some are im- 
portantly associated with the American Med- 
ical Association. The American Heart Asso- 
ciation and other major voluntary health 
agencies have recently been honored with 
resolutions of confidence from the American 
Medical Association, the American College of 
Surgeons, and the Association of American 
Medical Colleges. 
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Future 

The AHA’s Board of Directors recently 
approved a report of our Research Committee 
on the future nature and needs of the Asso- 
ciation and affiliate and chapter research pro- 
grams. This report cites the recent recom- 
mendations of the consultants to the Secretary 
of Health, Education and Welfare, top medical 
scientists and teachers, who recommend treb- 
ling of medical research expenditures in the 
United States by 1970, to a total of $1 billion 
with the Government continuing to provide 
half, and industry and philanthrophy the other 
half. The consultants recognize the American 
Heart Association and other major voluntary 
health agencies and indicate that these agencies 
are also expected to treble their research 
support by 1970. Thus, the consultants say: 

“Attainment of these levels is a challenge to 
the American people to sustain private giving 
as an important part of the national system 
for supporting medical research .. . 

“Diversity of sources of funds is desirable 
not only for financial reasons but also because 
a democratic society depends upon general 
understanding of important goals and upon 
the free participation of private citizens in the 
attainment of these goals. Diversity of funds 
is also important as a means of avoiding undue 
dependence on a single source... 

“Americans have always banded together 
voluntarily to accomplish certain commonly 
valued objectives. This has been particularly 
evident in the health field. Such organizations 
as the National Foundation for Infantile 
Paralysis, the American Cancer Society, and 
the American Heart Association are notable 
examples of this. It is assumed that voluntary 
support of medical research will continue to 
expand.” 

AHA’s Research Committee endorsed the 
recommendations of the Secretary’s consultants 
and recognized that by 1970 American Heart 
Association support at the national level should 
be trebled to $9 million with approximately 
$15 million at affiliate and chapter levels. If 
the Heart Fund is not trebled by 1970, the 
American Heart Association and affiliates and 
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chapters should be able to meet this challenge 
by allocating an increasing percentage for 
research. 

While continued postgraduate education of 
cardiologists, internists, cardiovascular surgeons 
and other specialists is eminently desirable, 
general practitioners are responsible for diag- 
nosing and treating most patients with cardio- 
vascular disease and accordingly, our physician 
education program, at national and local levels, 
will continue to emphasize the general practi- 
tioner. The Annual AHA Meeting will con- 
tinue to provide education for cardiovascular 
specialists but will devote increasing effort and 
time to the educational needs of the general 
practitioner. 

Obviously, it is not possible for the AHA 
to project plans for public education and 
community services for the next twelve years 
in the same way as for research. Much of 
what education and community services for 
Heart will be twelve years hence, will depend 
upon knowledge accumulated in the mean- 
time. However, American Heart Association 
and affiliate and chapter public education and 
community service programs will continue to 
expand during the coming years, but probably 
at a lower ratio than research support. 


International 

Several years ago, the American Heart 
Association assisted in the formation of the 
Canadian Heart Foundation and the Finnish 
Heart Association and is now assisting in the 
organization of heart associations in Australia, 
New Zealand, the Netherlands, and West Ger- 
many. Even Russian physicians have expressed 
an interest in forming a heart association. 
Accordingly, the American Heart Association 
looks forward to the time when there will be 
an International Society of Heart Associations. 

In the meantime, the American Heart Asso- 
ciation and its affiliates and chapters have good 
reason to expect the continued confidence of 
the American people. Indeed, there is evi- 
dence that our over-all national and local 
prestige is still growing. This is possible only 
because of the outstanding volunteer profes- 
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sional and lay leadership of the Association at 
national, state, and local levels. Accordingly, 
the American Heart Association invites mem- 
bership applications from youthful physicians 
via their local heart associations. The American 
Heart Association and affiliates and chapters 


CLINI-CLIPPING 


also welcome active participation in their pro- 
grams by properly qualified young physicians. 

Indeed, many physicians in early practice, 
particularly those with an interest in cardi- 
ology, have found heart association activity a 
highly rewarding experience. 


MASSAGE MOVEMENTS 


a. Effleurage or light stroking movements to the skin; b. 
Petrissage or deep movements over muscles which can be 
kneaded, rolled and squeezed; c. Friction or deep move- 
ments in which the skin is made to move over the under- 
lying tissue; d. Tapotement or percussion movements in 
which the part is lightly and rapidly struck with the back 
or side of the hand and skin so as to permit free movements. 
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MEDICAL JURISPRUDENCE 


Maa has been written about 


the duty of the doctor to the patient. Little 
has been said of the corresponding duty of 
the patient to the physician and himself to use 
due care in following the directions of the 
doctor. The physician will not be held liable 
for the patient’s own lack of ordinary care. 

A patient who has failed to exercise reason- 
able care for his own safety is barred from 
recovery when his conduct was a substantial 
contributing factor to his own damage. Despite 
the physician’s negligence the patient’s own 
negligence bars recovery. 

The defense of contributory negligence orig- 
inated in 1809 in the English case of Butter- 
field v. Forrester... The defendant, while re- 
pairing his house, left a pole projecting across 
part of the highway. The plaintiff, riding home 
from a public house at dusk, did not see the 
pole, rode into it, was thrown from his horse 
and injured. Lord Ellenborough threw the 
case out of Court, stating: 

“A party is not to cast himself upon an 
obstruction which has been made by the 
fault of another, and avail himself of it, 
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When Are Patients Negligent? 


Contributory negligence of patients 
as a defense to malpractice action 


GEORGE ALEXANDER FRIEDMAN, M.D., LL.B., LL.M. 
New York, New York 


if he did not himself use common and 
ordinary caution to be in the right. 
“In cases of persons riding upon what 

is considered to be the wrong side of the 

road, that would not authorize another to 

purposely ride up against them. One per- 

son being in fault will not dispense with 

another’s using ordinary care for himself.’ 

Plaintiff, while working on heating equip- 
ment being installed in a new high school, 
suffered an injury to his eye caused by a piece 
of cement which fell from the ceiling directly 
above where he was working. Five days later, 
August 5, he consulted defendant, a specialist 
in diseases of the eye, ear, nose and throat, 
who removed small particles of cement from 
the eye. Plaintiff's eye continued to cause him 
pain and he complained of frontal headaches. 
On October 28 he visited an optometrist who 
found his eye and vision normal. November 
22, more than three months after the first visit, 
he returned to defendant’s office, and was 
found to be suffering from keratitis. 

Plaintiff claimed defendant caused the kera- 
titis by failing to remove all the cement par- 
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ticles from his eye during his first visit. 

The court held that even assuming some 
particles had remained in plaintiff's eye, and 
did in fact cause the keratitis, plaintiff could 
not recover from physician. Plaintiff was guilty 
of contributory negligence as a matter of law. 
Although dissatisfied with his treatment on 
August 5, he did not consult another physician 
for nearly three months thereafter.* 


Acts (or Omissions) of 
Contributory Negligence 

Certain acts on the part of plaintiff are con- 
sidered so clearly negligent that the judge in- 
stead of submitting the case to the jury will 
direct a verdict for defendant. The judge in 
so doing is ruling that plaintiff's act was con- 
tributorily negligent as a matter of law. 

In one such case plaintiff went to physician 
for a blood test prior to getting married. Physi- 
cian advised him to return for a series of 
injections. On the second visit physician was 
grossly intoxicated. Plaintiff objected to treat- 
ment while physician was drunk, but was per- 
suaded by the doctor that he was perfectly 
capable of giving an injection. The injection 
was negligently administered to plaintiff's dam- 
age. No recovery was allowed.‘ 

The plaintiff had failed to exercise the care 
which ordinarily prudent persons are accus- 
tomed to employ for their own safety. This 
omission of care on the part of patient together 
with defendant’s negligence caused the injury. 
Because he shared in the negligence plaintiff 
was barred from recovery. 

Other cases which are not so clear cut are 
submitted to the jury for a determination of 
the facts and a decision whether those facts 
constitute contributory negligence. 

Plaintiff's ankle was fractured. Plaintiff re- 
fused to take an anesthetic, and no x-ray was 
available. The physician administered mor- 
phine and examined the injury by sight and 
touch. Later it was discovered that the fibula 
had been fractured some two or three inches 
above the joint, and the parts had overlapped. 

Defendant pieaded contributory negligence 
on the grounds that the anesthetic would’ have 
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so relaxed the swollen muscles that the addi- 
tional fracture would have been discovered. 
The jury found for defendant.’ 


Acts (or Omissions) Not Constituting 
Contributory Negligence 

Plaintiff became an addict after being treated 
with morphine to relieve pain after an opera- 
tion. After plaintiff was discharged from the 
hospital she complained of great pain and 


_ suffering to her physician. Between August and 


November the physician made no house calls 
to her, nor treated her organic trouble in any 
way except to make two or three pelvic exam- 
inations. During that period he prescribed 
morphine by phone to be self-administered for 
the relief of pain as needed. 

In order to get a prescription plaintiff com- 
plained of pain when no pain was present. 

The court held that plaintiff was not guilty 
of contributory negligence. She was entitled to 
rely on the defendant’s superior knowledge as 
to the amount of the drug that could safely be 
taken over a period of time.* 

Plaintiff's jaw was fractured when a tooth 
was removed. Defendant dentist put a band- 
age around her head to support the jaw. 
Plaintiff was not told of the fracture. Plain- 
tiff removed the bandage that evening and did 
not wear it again. She returned to defendant 
from time to time to have the cavity caused by 
the extraction washed out. At no time did 
defendant advise her to wear the bandage. A 
month later plaintiff consulted an oral surgeon 
about the pain in her jaw and discovered the 
fracture. 

The defense of contributory negligence for 
failing to keep the bandage on the jaw was 
rejected. Failure to do something patient was 
not advised to do could hardly be the basis of 
a claim of contributory negligence.’ 

In a similar case physician told plaintiff there 
was nothing wrong with him when in fact he 
was suffering from a fractured vertebra. Plain- 
tiff’s failure to stay in bed did not amount to 
contributory negligence.* 

The surgeon left two gauze pads in plain- 
tiffs abdomen. There was a prolonged delay 
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in healing after the operation was performed. 
Some five weeks later during a hernia opera- 
tion the gauze pads were discovered, and the 
wound healed within a few days. 

The surgeon charged that plaintiff was con- 
tributorily negligent in not disclosing her suf- 
fering and symptoms to him which would have 
revealed the cause thereof. The jury found tor 
the plaintiff.’ 


Disobedience of Physician’s Instructions 


If a patient neglects and refuses to obey a 
physician’s instructions, and if his failure to 
follow such instructions directly contributes to 
his injury, he will be barred from recovery 
even though the physician is also negligent in 
treating the case. 

Plaintiff was a hospital patient, following an 
automobile accident. His broken leg was set 
with a “Thomas Splint and Buck’s Extension.” 
During the night patient pushed the weights 
down until they were useless. It was read- 
justed, but again patient pushed the splint down 
his leg, destroying the use of the weights. After 
eight days of uncooperative behavior defendant 
performed an “open operation.” Plaintiff at- 
tempted to remove the cast, removed the dress- 
ing from the opening in the cast, and abused 
the leg. He was generally a disobedient, ob- 
streperous and incorrigible patient. 
time he retained a knife delivered to him for 
use at meals to attempt to cut off the plaster 
cast. 

The Court held that the mental and physical 
pain sued for were a result of a patient’s be- 
havior, albeit physician’s negligence may have 
been a contributing factor. No recovery was 
allowed.*° 

Similarly a patient cannot recover where he 
refuses a physician’s suggested treatment," or 
fails to return for treatment.'* 

But there is no contributory negligence when 
a patient is dissatisfied with treatment and con- 
sults another physician. Defendant set plain- 
tiff's broken bone. The results were poor. De- 
fendant broke plaintiff's arm and reset it. Again 
results were poor. Defendant advised plaintiff 
to wait six months, use his arm, and then 
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have it rebroken and reset. Instead plaintiff 
consulted another doctor. Defendant asserted 
plaintiff was guilty of contributory negligence 
in not following his advice the last time! Held: 
for plaintiff!"* 


Aggravation of Injuries 

There are cases in which a physician’s negli- 
gence caused injuries to the patient. After 
having sustained these injuries the patient by 
his own negligence aggravated the damage. 
Patient’s negligence is not a defense which will 
bar an action against physician. But it will 
affect the amount of damages recoverable by 
patient. Damages will be assessed to the extent 
patient suffered injury at the hands of the 
physician. His own aggravation of those dam- 
ages will not be recoverable from the physician. 

A physician prematurely took the splints off 
patient’s broken arm. (This constituted neg- 
ligence). He advised patient to go to the 
hospital and have the arm rebroken and reset. 
Patient refused. If the jury determined that 
in the exercise of ordinary care patient should 
have followed this advice, then recovery against 
physician was prevented only to the extent that 
damages were thereby enhanced or increased."* 
Where the fault of the patient was subsequent 
to the fault of the physician and merely aggra- 
vated the injury inflicted by the physician, it 
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only affects the amount of damages recover- 
able by the patient. 


X-Ray 


Plaintiff was a physician who sustained in- 
juries while operating on patients under the 
beam of x-rays projected by a portable x-ray 
and fluoroscope machine. The injuries neces- 
sitated the amputation of the first and second 
joints of the index finger of the left hand, the 
third finger of the left hand, and the index 
finger of the right hand at the first joint. 

Plaintiff testified he had never seen similar 
operations; he did not know that the distance 
of the machine was a factor in determining the 
intensity of rays; he took no precautions for 
his own safety in exposing his hands to x-ray 
beams. 

Plaintiff sued the manufacturer for failing 
to provide safeguards on the machine. The 
lower court held that a surgeon who operates 
under the beam of an x-ray machine to which 
his hands are exposed without any more knowl- 
edge than was professed by plaintiff was so 
heedless of his own safety as to bar recovery 
from the manufacturer. 

The Court of Appeals reversed this decision 
of contributory negligence as a matter of law, 
and ruled the question was one for a jury.’® 
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(A former jury held manufacturer liable for 
$100,000. ) 


Assumption of Risk 


Assumption of risk is another defense to a 
malpractice action somewhat similar to that of 
contributory negligence. It means that the 
plaintiff is aware of a known risk, and takes 
his chances of injury from it. He relieves 
defendant from responsibility therefrom. 

A doctor may suggest a procedure which is 
new, or is known to be risky. If the patient is 
made aware of the risk, and agrees to it, he 
has no recourse when damaged. 

The two defenses are often confused. The 
difference usually is between a risk which was 
in fact known to plaintiff, and on which he 
merely might have discovered or avoided by 
the exercise of ordinary care. 

In the case of x-ray a patient assumes the 
risk of the burn from a proper exposure to 
x-ray.'° But he does not assume the risk of 
physician’s negligence in the use of the x-ray.*” 


Acts of Third Persons 


The contributory negligence of a third person 
in charge of the patient can bar recovery. Thus 
a 6-year-old child suing for malpractice would 
be charged with the negligence of his parents 
in carrying out the doctor’s orders.*® 

A defendant physician sent a_ substitute 
physician to care for patient. Patient’s husband 
was drunk, and threatened the substitute with 
a pistol, alarming and exciting him to such an 
extent that he was unable to use ordinary 
care in treating patient. Patient was charged 
with her husband’s contributory negligence, 
and barred from recovery.*® 


Acts of Infant Patients 


Infants and young children (the age limit 
seems to vary between 12-14) are not subject 
to any technical rule of contributory negli- 
gence. However a child may act in a way 
which will change the condition provided by 
the treatment of the physician, thus breaking 
the casual connection between the treatment 
and the injury complained of. So if a child 
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jumps and plays with a bandage on its arm, 
be charged with the displacement.”° 


Reliance on Physician’s Advice 


Plaintiff was injured in an auto accident. He 
was knocked down, dragged several feet, and 
rendered unconscious. He was treated by the 
defendant at his hospital. When he was dis- 
charged from the hospital, a month later, his 
left arm and shoulder were badly swollen and 
he carried his arm in a sling. Plaintiff told 
defendant of the aches and pain in his arm 
and shoulder, and defendant replied. “Well, 
it will be a long time, but it will be all right.” 
“It will be a long time before you get over 
this.” 

Three months after his discharge when he 
complained of the constant pain defendant gave 
the same reply. Seven months later, when 
plaintiff experienced a sudden pain in the area 
another physician discovered and treated a 
dislocated shoulder. 

Defendant claimed plaintiff was negligent in 
not seeking medical assistance elsewhere during 
the seven month period. The court held plain- 
tiff was justified in relying on defendant’s 
advice that the injury would take a long time 
to heal. “There is no claim or evidence that 
plaintiff had any knowledge as to the proper 


mode of treatment of injuries of this nature. - 
He was engaged in the ice business and was - 
He supposed 


not a physician or surgeon.”?? 
the treatment was proper and healing was only 
a matter of time. 

The court quoted with approval the language 
in a 1901 case:** 

“It is not a part of the duties of a patient 
to distrust his physician, or to set his judg- 
ment against that of the expert whom he 
has employed to treat him, or to appeal to 
other physicians to ascertain if the physician 
is performing his duty properly. The very 
relation assumes trust and confidence on the 
part of the patient in the capacity and skill 
of the physician; and it would indeed re- 
quire an unusual state of facts to render a 
person who is possessed of no medical skill 
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displacing a fractured arm, the doctor will not 


guilty of contributory negligence because he 
accepts the word of his physician and trusts 
in the efficacy of the treatment prescribed 
by him.”* 


Comparative Negligence 

The doctrine of contributory negligence 
places a great hardship on the piaintiff. For 
he must bear the entire burden of a ‘oss for 
which two people were responsible. 

Dissatisfaction with the defense of contrib- 
utory negligence makes courts less inclined to 
rule that an act amounts to contributory negli- 
gence as a matter of law,** and juries more 
inclined to find that there has been no such 
negligence. 

Civil law courts and admiralty courts appor- 
tion the damages, and many labor acts provide 
that contributory negligence of an injured work- 
man shall not bar his recovery, but his dam- 
ages shall be reduced in proportion to his 
negligence.?* 

The United States is one of the last strong- 
holds of contributory negligence.*® But while 
the move is growing in this country to divide 
the damages, it has yet to reach malpractice 
cases. 


Diabetes and Heart Disease 


Contributory negligence is important in 
other aspects of the medico-legal field, in addi- 
tion to malpractice, particularly in determining 
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cause in personal injury cases. Diabetes and 
auto accident are a growing legal problem. 
Evidence of negligence in diabetic plaintiffs is 
not uncommon.** 

Dangerous driving and loss of control of 
automobiles due to disabling giddiness, con- 
fusion, and fainting in diabetics are cited as 
examples of negligence. 

A diabetic was involved in an auto accident 
as she was crossing the street. She was hospi- 
talized in critical condition. Her diabetes was 
aggravated and during her entire hospital stay 
it was a serious medical problem. She could 
not be controlled by insulin or diet. She was 
constantly in a state of diabetic acidosis, and 
on three occasions in diabetic coma. Her left 
thigh was amputated at the hip. Twenty-eight 
days after the accident she died. 

The administrator of the diabetic’s estate 
sued the trucking company whose truck was 
involved in the accident. The diabetic’s medi- 
cal record showed she had been a diabetic for 
20 years, often treated in a hospital. She com- 


pletely ignored all instructions for her own 
care. She disregarded dietary instructions, and 
failed to take insulin. She refused leg massages, 
heat treatments and elevation of the legs at 
night. She often had accidents in her kitchen, 
falls, had poor eyesight and found it difficult 
to walk. 

The one eye witness to the accident thought 
she spontaneously fell under the wheels of 
the truck. The truck driver did not see her, 
and was unaware he had hit anyone until 
he was hailed by another pedestrian. 

Was the diabetic guilty of contributory negli- 
gence in failing to use reasonable intelligence 
in the care of her diet, insulin and body? Since 
she was less agile than most persons should 
she have used extraordinary care to prevent 
injury to her self??* 

Plaintiffs with heart disease present similar 
issues of contributory negligence in personal 
injury cases,*° e.g. did the heart condition cause 
the accident, or did the accident precipitate 
and aggravate the heart condition? 


Summary 


1. A patient is guilty of contributory negli- 
gence when he has failed to exercise reason- 
able care for his own safety, and this careless 
conduct was a substantial contributing factor 
to patient’s own damage. 

2. A patient’s contributory negligence bars 
him from recovery against a physician despite 
the physician’s malpractice. 

3. Contributory negligence by the patient 
subsequent to the fault of the physician which 
aggravates injuries caused by the physician is 
not a defense, which will bar an action against 
physician. It does however affect the amount 
of damages recoverable against the physician; 
the damages are limited to those actually 
caused by physician. Patient's own aggrava- 
tion of those damages are excluded. 

4. The following are examples of contribu- 
tory negligence by patients: 

a. Failure to visit a physician for three 

months despite dissatisfaction with physi- 

cian’s treatment at the time of the last visit. 
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b. Permitting injections by a drunk doctor. 

c. Refusal to take anesthesia, or x-ray pic- 

tures in case of fractures. 

d. Removing, or attempting to remove, a 

cast. 

e. Removing dressing from open wound. 

f. Refusing suggested treatment. 

g. Failing to return for treatment. 

h. Failure to follow physician’s directions. 

5. On the other hand the following examples 
have been held not to constitute contributory 
negligence. 

a. Pretense of pain in order to receive mor- 

phine. 

b. Removing bandage from around jaw 

when dentist did not advise keeping it there. 

c. Failure to stay in bed when advised to 

do so. 

d. Consulting another physician when dis- 

satisfied with first physician’s treatment. 

e. Relying on physician’s advice. 

6. While there is a general rule of law which 
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says t.at te contributory negligence of a 
parent cannot be imputed to a child, this does 
not seem to apply to the field of malpractice. 
In this field the contributory negligence of 
parents caring for the child prevents the infant's 
recovery for malpractice damages. 

7. In the same way the contributory negli- 
gence of third persons caring for patient bars 
patient’s recovery from physician for latter’s 
malpractice. 

8. While an infant cannot be guilty of con- 
tributory negligence in the usual sense, his 
actions may change the conditions of a doc- 
tor’s treatment in such a way that the doctor 
will not be liable for damages resulting from 
this change. 
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LEADING 
MEDICAL 
CENTERS 


EDWARD J. MEYER 


{ Edward J. Meyer Memo- 
rial Hospital, a 1,008 bed county hospital set 
in a 65 acre park, began as a two story pest 
house for smallpox over a half century ago. 

Though the scourge of smallpox was soon 
to vanish, tuberculosis yearly claimed the lives 
of many citizens. In 1912 it was decided to 
erect a modern hospital building for tubercu- 
losis and six years later the new Buffalo City 
Hospital at 462 Grider Street opened its doors. 
Though originally intended for tuberculosis 
patients, economy and efficiency required that 
its use be expanded to include treatment of 
every type of human illness. 

Originally three buildings of four floors 
each, three buildings were added in 1922, 
and in the following year a new structure 
for communicable disease was completed. The 
next year a Crippled Chlidren’s School was 
opened; and in 1951 a modern new psychiatric 
wing was constructed. 

The hospital was renamed the Edward J. 
Meyer Memorial Hospital in 1939 in memory 
of the doctor who headed its board of man- 
agers from its creation until his death. On July 
1, 1946 the institution passed from city to 
county control. 


cal 


During these years, Western New York’s 
largest hospital has been a pacesetter in resident 
training, a university-affiliated nursing program, 
tumor clinic, cancer detection center, and 
schools of x-ray technology, dietetics, medical 
technology and the first school and treatment 
center in the country for handicapped children. 

The Edward J. Meyer Memorial Hospital 
is a county institution dedicated to the care 
of the indigent sick. All patients are staff cases. 
As such, the responsibility for their care rests 
with the house staff, guided by the attending 
physicians with ultimate jurisdiction vested in 
the department heads. In general, department 
heads render full time service to the hospital 
and hold professorial rank at the University 
of Buffalo Medical School. 

Each of the departments in its house staff 
teaching aims at the development of a well- 
rounded, top flight physician who will excel 
in his field. 


House Staff 


The house staff of the Edward J. Meyer 
Memorial Hospital is composed of 110 interns, 
residents and fellows. This medical personnel 
is necessary in order to adequately staff the 
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MEMORIAL HOSPITAL 


largest of the major teaching hospitals of the 
University of Buffalo School of Medicine. In 
its capacity as a major teaching hospital it is 
responsible for the instruction of half the 
junior and senior classes of the medical school. 
The teaching role of each house staff member 
is an important one, enhancing his educational 
experience. 

It has been pointed out that patients are 
staff cases and provide all candidates for a 
house staff education with an unlimited clinical 
material. The experience is all the more valu- 
able because responsibility for patient care 
devolves on the staff doctor. House staff mem- 
bers are encouraged to exercise independent 
judgment commensurate with their experience. 
The attending staff serves a consultative role. 
Bedside teaching rounds are, of course, a daily 
occurrence on each of the services. In addition 
there are innumerable teaching conferences as 
well as periodic appearances of prominent guest 
lectures in which the house staff either takes 
an active part or at which it is encouraged 
to be present. Nothing is spared to make avail- 
able the most recent diagnostic and therapeutic 
tools. 
Whether a staff doctor be engaged in ward 
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FROM A 2-STORY PEST HOUSE AT THE BEGIN- 
NING OF THE CENTURY, THIS HOSPITAL NOW 
BOASTS 9 BUILDINGS IN A 65-ACRE PARK. 


work, surgical research in the animal labora- 
tories, radioisotope investigation, cardiac cathe- 
terization, pediatric research or in the sub- 
specialties of medicine and surgery, his entire 
training program is so designed that every 
facet contributes to the attainment of a broad, 
though specialized medical knowledge. 

The outpatient department is an important 
element at Meyer Memorial. Forty specialty 
clinics meet 100 times weekly to care for 
over 100,000 patient visits annually. As is 
true with inpatients the care of this large out- 
patient population is the responsibility of the 
house staff. Senior staff members are always 
available for consultation. An especially im- 
portant section is the very busy surgical first- 
aid division under the supervision of the 
surgical resident. 

The clinics enable the staff to follow a patient 
and his disease after discharge. 

Meyer Memorial Hospital supports its own 
medical library. 

The library owns over 7,000 volumes and 
receives 276 current medical journals. In addi- 
tion, there is a lending service with the Uni- 
versity of Buffalo so that material not at the 
hospital is readily available. 
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thyroid scanning equipment 
is employed by two staff doctors 


Surgical bedside teaching rounds conducted by an attending 
surgeon with medical students and charge nurse on floor. 


Above, a staff doctor makes an adjustment preparatory to fluoro- 
scoping patient. Instrument is equipped with an image amplifier. 
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A branch of the Buffalo Public Library is 
an integral part of the hospital library. 


Recreation 


Spacious, well-kept grounds with facilities 
for tennis, football and baseball are available. 

In-hospital recreational activities include 
ping-pong and television. 

The hospital provides quarters for its house 
staff only when they are on duty at night. 


However, housing is readily available for both 
single and married physicians in the immediate 
and outlying areas. Though the hospital is a 
county institution serving a predominantly in- 
digent population, it is located in a very pleasant 
residential area. Contiguous with hospital 
property are attractive, new, municipal housing 
apartments which rent for approximately $40- 
$50 monthly, - utilities included, and a well 
supervised public swimming pool. | 
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THE EFFECT OF LARGE DOSES OF 
PREDNISONE ON ACUTE RHEUMATIC FEVER 


“Seventeen children with clinical evidence of acute rheu- 
matic carditis of less than one month’s duration were treated 
with doses of prednisone for an average of 14 weeks. 

Prednisone produced a satisfactory response in fever and 
joint manifestations in all patients. In general, the anti- 
inflammatory and antirheumatic effects of prednisone in doses 
of 50 to 75 mg. per day were comparable to those noted 
in previous studies with 200 to 300 mg. per day of cortisone. 

The use of a relatively long course of treatment did not 
prevent a return of rheumatic manifestations when predni- 
sone was terminated. Recurrences occurred in 87% of the 
patients but subsided without treatment in all instances. 

All of the children developed marked signs of hyper- 
corticalism. None of the patients developed edema or hypo- 
kalemia on a normal diet without the addition of potassium. 
Hypertension was the most serious toxic effect encountered 
and was the cause of a convulsion in one patient. 

At the end of a two-year follow-up period, 4 of 17 
patients had evidence of rheumatic heart disease. Two 
additional patients had questionable heart disease. While 
no conclusions can be drawn from this small uncontrolled 
study of the efficiency of prednisone in reducing the incidence 
of heart disease, these results indicate that the use of large 
doses of this steroid over a prolonged period in children 
early in their attack does not prevent cardiac sequelae in 
all patients. 

Dr. Harold Harrison, of the Baltimore City Hospital, 
gave permission for rheumatic patients to be followed on 
his service.” 

CHARLOTTE FERENCZ, MILTON MARKOWITZ, JOSEPH J. BUNIM 
J. of Diseases of Children (1959), Vol. 97, No. 5, Pp. 69, 70, 569 570. 
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Founded in 1860 by a young New York chemist, 
Reed & Carnrick is one of the oldest U.S. pharma- 
ceutical houses. It pioneered in glandular specialties 
and, through the sale of some of its products to other 
companies, influenced the development of the industry. 


Ky history of Reed & Carnrick 
can be measured in terms of two long-lasting 
managements, and a third, but recently begun. 
The company’s founder and first president, a 
young New York chemist named John Carn- 
rick, headed the firm for upwards of forty 
years. Then came more than a half-century of 
control by the Sartorius family of New York, 
from the final years of John Carnrick’s leader- 
ship until 1952. In that year, the company’s 
third and current management took over. 

Present glimpses of Reed & Carnrick’s early 
years tend to be more tantilizing than revealing, 
because of the failure to preserve corporate 
records. In that period the company moved 
several times, with each move unfortunately 
also bringing a cleanout of company files; for 
in those blessed days before the income tax 
there were fewer compelling reasons than now 
for making and keeping detailed records. 

Thus, any Reed & Carnrick history must 
lean heavily on later accounts of the early days, 
and even more heavily on the recollections of 
two people whose company connections date 
back to the turn of the century. One of these, 
Miss Maude Hanna, watched from her bed- 
room window the beginning of Reed & Carn- 
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rick’s first Jersey City plant; went to work in 
the newly completed plant in 1899 at age 15; 
rose to the position of supervisor over the 
company’s female employees; and eventually 
served Reed & Carnrick for an uninterrupted 
span of 53 years. The other, Herman Sar- 
torius, was company treasurer for some 40 
years during the Sartorius family era. 


Glandular Specialties 


Such glimpses as these sources afford of Reed 
& Carnrick’s early days indicate clearly that 
the company was decades ahead of its time in 
its therapeutic concepts. For example, it spe- 
cialized in glandular products at a date when 
men like Claude Bernard, the great French 
pioneer investigator of the glandular field, were 
getting their first inklings of the pervasive im- 
portance of the human glandular system. Reed 
& Carnrick’s theory of glandular medication, 
while not without its naive element, was often 
extremely sound: that an extract or product 
of an-animal gland might stimulate, or serve 
as replacement for, its human equivalent. 

Though John Carnrick is said to have be- 
come interested in Claude Bernard’s work as 
far back as 1853, the first Reed & Carnrick 
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A pioneering venture, Reed & Carnrick's baby foods plant 
was the subject of an article in the April 7, 1888, issue of 
"Scientific American.'' Only spring wagons were used in 
delivering milk from nearby farms, ''to prevent churning.” 
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glandular product was the result of experi- 
ments on pepsin which he began in 1861. He 
obtained some crude pepsin from a Dr. Corvi- 
sant of Paris, purified it, added pancreatin and 
other glandular extracts, and offered it as a 
prescription digestive aid under the name of 
Peptenzyme. The product, now used largely to 
mask the unpleasant taste of other medicines, 
is still in the Reed & Carnrick line. 

Some of the early tests employed to deter- 
mine the value of the digestive aid had a 
distinctly heroic air about them. In one, John 
Carnrick is said to have hired a number of 
“mendicants” as his human subjects. Then he 
“fastened silken cords to pieces of meat of 
identical measure, weight, and character, which 
each man swallowed. After the passage of a 
specified time, the meat was pulled up and 
weighed, in order to ascertain just how much 
had been digested. Then the experiments were 
repeated with the aid of Peptenzyme tablets.” 

The account does not give the precise results; 
but they were presumably satisfactory, for 
Peptenzyme remained the largest selling single 
product over much of the company’s history. 


Sale of Products 


In 1886 Reed & Carnrick suddenly realized 
that it was carrying too extensive a group of 
products, consisting not only of glandular spe- 
cialties but also of a general line of pharma- 
ceuticals appropriate for a much larger house. 
Therefore, while retaining its glandular special- 
ties, it sold off the rest of its line of “elixirs, 
tinctures, pills, tablets, and other appurtenances 
of the old-time drug house” (to quote a com- 
pany history of some years later) to a small 
new Detroit firm named Parke, Davis & Co. 

Reed & Carnrick was originally founded as 
Reed, Carnrick & Andrus, reflecting the fact 
that John Carnrick had two associates. Reed, 
described only as a young New York business- 
man and amateur physiologist, apparently soon 
dropped from the company picture and from 
the pharmaceutical industry as well, leaving so 
little trace that the few remaining company 
records differ as to whether his first name was 
James or David. But John E. Andrus of 


(VOL. 88, NO. 1) JANUARY 1960 


Yonkers, New York, left a decided mark on 
the pharmaceutical field and on the larger 
business world as well. 

In 1877, John Andrus parted company with 
John Carnrick and set up several small phar- 
maceutical companies, the ultimate survivor 
of which was the Arlington Chemical Company 
of Yonkers. Andrus acquired a fortune of 
many millions from his varied business inter- 
ests. In his later years he turned to philan- 
thropy and public service, donated an athletic 
field to his college, Wesleyan University, and 
served both as mayor of Yonkers and as U. S. 
Congressman from the Yonkers district. Some 
two decades after his death in the early 1930's 
(at age 92), Arlington was sold by his estate. 


Other Companies 


Another pharmaceutical company also grew 
to importance on a foundation of Reed & 
Carnrick products. At about the time that 
Andrus was starting his new ventures, John 
Carnrick apparently found himself in a suffi- 
ciently tight financial spot to warrant selling off 
a valuable product. The one he chose was 
Maltine; and the Maltine Co., which was set 
up to manufacture and distribute it, became in 
due course Chilcott Laboratories and eventual- 
ly an integral part of Warner-Chilcott Labora- 
tories, ethical drug division of Warner-Lambert 
Pharmaceutical Company. 

Still another pharmaceutical company was a 
spiritual descendant of Reed & Carnrick, 
though having no direct corporate connection. 
In the 1890’s George W. Carnrick, a nephew 
of John Carnrick, worked for the company 
for a time. Early in the Sartorius era, however, 
he decided to go into the pharmaceutical 
business for himself, and in 1899 set up the 
New York firm of G. W. Carnrick Co. Still 
very much a family enterprise—its current 
president is Robert Carnrick—in the 1920’s it 
moved to its present location in Newark, 
New Jersey. 

Among the more interesting Reed & Carn- 
rick ventures, during the John Carnrick regime, 
was the company’s pioneering in baby foods, 
for whose manufacture it set up a special plant 
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in Orange County, New York, near the village 
of Goshen. The Scientific American for April 
7, 1888, describes in detail the making of 
Carnrick’s Food for Infants, a process which 
began by mixing pig pancreas extract with 
slightly heated fresh milk to break down the 
casein. 

The nearby farmers who supplied milk to 
the plant (which was put in that location be- 
cause of the extensive dairying in the area) 
had to submit to rigorous conditions: for ex- 
ample, stables had to be whitewashed at least 
twice yearly; all pools of stagnant water from 
which cows might drink had to be fenced in 
or drained; and “only spring wagons must be 
used in delivering milk to the works, to prevent 
churning.” 

The Scientific American article, which noted 
that Reed & Carnrick products “are used ex- 
tensively by the medical profession in every 
civilized country on the globe,” also included 
a most emphatic testimonial from a Professor 
Stockbridge of the Imperial College of Agri- 
culture, Japan. He wrote that “the Carnrick 
food is as perfect and efficacious in practice 
as its composition is correct in theory, and 
appears to be compounded on _ thoroughly 
scientific principles, in this respect differing 
from most of the other articles placed in the 
market for similar uses.” 

Despite the promise shown by the baby 
foods (which the Scientific American reported 
as being in such demand that “the manufac- 
turers have been compelled to produce ma- 
chinery that will turn out about ten times the 
quantity that was sold a year ago”), John 
Carnrick’s scattering of attention over so many 
fields seems gradually to have put the company 
into financial hot water. His search for addi- 
tional backing led him to the wealthy and 
prominent Sartorius family of New York; and 
in the late 1890’s the head of that family, 
Otto Sartorius, acquired complete control of 
the company through a combination of loans 
and stock purchases. 

Despite the lack of financial success, this 
venture into the preparation of foods had its 
rewards, because in the late 1880's, the Amer- 
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ican Institute of the City of New York (founded 
1828), awarded three medals to Reed and 
Carnrick for its infant foods, Kumyss, and 
soluble foods. The medals were given because 
in the opinion of the Institute, these products 
represented notable technical advances. 
However, John Carnrick remained as presi- 
dent until his death shortly after the turn of 
the century. Miss Maude Hanna, who asa 
young girl worked for him, recalls him as a 
man of medium height with quick, alert eyes, 
kindly in impulse but demanding performance 
from others no less than from himself. He 
continued to work even into the early stages 
of his final illness, and is remembered dictating 
letters while resting on an office couch. Among 
the devoted friends whom he left at the com- 
pany was his former coachman, August Endle- 
kofer, who ran the company department re- 
sponsible for grinding and vacuum-drying the 
animal glands received from the abattoirs. 


Major Changes 

The Sartorius regime, which saw a sharp 
spurt in Reed & Carnrick’s growth, began with 
some major changes. In 1899 the company 
moved into a new plant on Jersey City’s Ger- 
mania Avenue (a name changed to Liberty 
Avenue during the patriotic outburst of World 
War I). And, equally important, Reed & 
Carnrick’s concentration on ethical drugs was 
emphasized by its first appointment of an M.D. 
as company president—a tradition maintained 
throughout the remainder of the Sartorius era, 
a period of some fifty years. 

The company did not immediately begin to 
prosper under the first of its M.D. presidents, 
Dr. Edwin Leonard, for on occasion Otto 
Sartorius had to advance money to meet plant 
payrolls. Otto Sartorius’ remedy was to in- 
crease the family’s effective control by groom- 
ing his son, August M. Sartorius, for the Reed 
& Carnrick presidency. With this end in view 
August Sartorius majored in chemistry at 
Brooklyn Polytechnic Institute and was grad- 
uated from Yale Medical School, becoming 
president of Reed & Carnrick in 1915. 

Dr. August Sartorius’ regime, though un- 
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fortunately lasting little more than a decade, 
was one of ebullient progress for the firm. The 
number of employees, which had long been 
around thirty, quickly grew to a hundred; sales 
increased by a still larger amount; and in 
1923, the company moved into larger quarters 
on Jersey City’s Van Wagenen Avenue. 


Publication for Doctors 


This progress was undoubtedly aided by 
a noteworthy Sartorius innovation, the issuance 
of one of the earliest regular company publica- 
- tions for doctors only, Reed & Carnrick’s 
Medical Pocket Quarterly. Beginning in June, 
1920, for the next thirty-one years the Quar- 
terly brought U. S. doctors occasional articles 
on such service subjects as how they might 
tactfully collect overdue bills, or the dangers 
inherent in free medicai clinics, or the many 
unpaid services which a doctor renders to his 
community. 

But its specialty was feature stories and 
anecdotes in a lighter vein aimed at the general 
practitioner. (The Quarterly once described 
Reed & Carnrick as the “glandfather” of gland- 
ular therapy.) Its flavor was perhaps best 
exemplified by a column that ran for many 
years under the signature of “Dr. G. Rouch, 
M.D.,” a salty old codger continually fretting 
about a variety of homespun subjects. 

The editor and guiding spirit of the Medical 
Pocket Quarterly was a New York urologist 
named Dr. H. Sheridan Baketel. As a close 
friend of Dr. Sartorius, Dr. Baketel gradually 
began to prepare more and more of Reed & 
Carnrick’s promotion pieces and direct mail 
advertising — a field in which the company 
learned early the importance of providing edu- 
cational material for the physician. Another 
factor also served to draw Dr. Baketel closer 
and closer to the company; for Dr. Sartorius 
was suffering from a serious kidney ailment 
that had been made worse by a rugged period 
of front-line service during World War I. Upon 
the death of Dr. Sartorius in November, 1926, 


In the 1880's the company won medals for its 
infant foods, soluble foods and Kumyss tablets. 
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Dr. Baketel became the third M.D. to assume 
the Reed & Carnrick presidency, a post which 
he held until his retirement in 1952. 

At one time Dr. Baketel was a lecturer in 
preventive medicine at the Long Island Hos- 
pital Medical School, and was Editor-in-Chief 
of Medical Economics for more than twenty- 
five years. (Editorial Note: Dr. Baketel had a 
summer home in New Hampshire and the 
Editor who met him there before World War 
II, remembers him as a very interesting and 
kindly individual.) 


New Products 


Immediately after Dr. Sartorius’ death, and 
as the result of research that had gone on for 
some two years, Reed & Carnrick introduced 
three new sex hormone products. During the 
quarter-century of the Baketel presidency the 
company continued to broaden its base in 
glandular medicine, and took vigorous steps to 
diversify into other therapeutic areas such as 
dietary supplements, antacids, and feminine 
hygiene products. 

But these product moves were not of suffi- 
cient weight to solve the major problem con- 


fronting every pharmaceutical company, a 
problem that Dr. August Sartorius had fore- 
seen before his death—the urgent need for an 
adequate research base. The only course open 
to the company was to set up a research pro- 
gram—which led to the establishment of The 
Reed & Carnrick Institute for Medical Re- 
search. 

The company’s research activities have 
yielded many noteworthy products, one of the 
earliest of which was a new synthetic 
estrogen. 

Since then the company has markedly ex- 
panded its research program, and from that 
research has flowed products designed for 
varied therapeutic applications. 

The most visible sign of Reed & Carnrick’s 
resurgent vitality is the new laboratories in 
Kenilworth, New Jersey, opened in July, 1959, 
only a few months short of the company’s 
100th anniversary. But behind the ample re- 
search facilities and the ultra-modern produc- 
tion and handling equipment lies an equally 
important intangible—the tradition of having 
for a century served physicians honestly and 
well. 
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INVESTING 


FOR THE SUCCESSFUL PHYSICIAN 


In the last two weeks you have doubtless 
read the predictions of scores of business 
leaders on what 1960 holds for our economy. 
You noted they were almost unanimously opti- 
mistic and, despite the toll taken by the steel 
strike, they are confident the United States and 
the Free World will move ahead to great 
heights of achievement. 

“Nations Business,” the monthly publication 
of the United States Chamber of Commerce, 
polled three hundred business and industrial 
leaders while the strike was at its toughest and 
found that 82 percent of them expect higher 
sales this year for their companies. Half of 
the executives said they expect to hire more 
employees. 

Three-quarters of them do not expect to 
raise prices of their own products no matter 
what happens to steel prices. As for prices in 
general, 31 percent think they will move higher 
this year and four percent expect them to go 
lower. 

The Bureau of National Affairs is equally 
optimistic. It looks for corporate profits this 
year to top last year’s figure by $5,000,000,000 
to $6,000,000,000, while consumer income and 
spending will go up 5 percent. The Bureau’s 
economists feel the steel strike did not check 
the upturn, that it has merely stretched it out. 

Efforts to rebuild steel inventories in the 
opening months this year “will carry industrial 
production to new highs and result in substan- 
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Prepared especially for Medical Times by C. Norman 
Stabler, market analyst of the New York Herald Tribune. 


NEXT YEAR—WHAT? 


tial gains in wages and salaries,” the B.N.A. 
report said. Non-durable and soft goods out- 
put will rise at a steady, gradual pace while 
the credit squeeze will not grow much more 
severe. 

For the second half of 1960, the B.N.A. 
forecast is less bright. The Bureau anticipates 
a continued decline in housing and reduced 
government spending. 

The report said that consumer prices will 


probably jump about 14% percent over the 
year with wholesale tags up around 1 percent. 

Gross National Product will reach $500 bil- 
lion shortly after the turn of the year while for 
1960 as a whole, the rate will rise to average 
of $506 billion. 

Other B.N.A. predictions include: 

© Industrial production will gain about 5 
percent. 

¢ Employment will rise to 67 million, up 
3 percent; 
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® Housing starts will decline 15 percent to 
1,100,000; 

© Hourly wages will average $2.30, a gain 
of 8 cents per hour; 

e Farm income will drop to $11.0 billion 
from $11.2 billion this year; 

¢ Spending for new construction will dip 
1 percent; 

© Steel production will rise to around 125 
million tons, or 82 percent of capacity against 
91,500,000 tons or 62 percent this year; 

© Higher prices are expected for most non- 
ferrous metals; 

e Sales of machinery will be up 12 to 15 
percent with biggest gains coming in freight 


Barring some cataclysm, such as an Atomic 
World War, Dr. Dexter Merriam Keezer, 
economist and vice president of McGraw-Hill 
Publishing Co., and five fellow economists, see 
forces at work that will give us a new economy 
with new driving forces that provide the back- 
ground for steady growth and prosperity for 
this decade. 

These gentlemen set forth their views in a 
new book, “New Forces in American Busi- 
ness.” 

They foresee adequate investment in busi- 
ness, strides in research, a rise in consumer 
demand to the point of revolution, new market- 
ing techniques to sell the goods, expansion of 
the role of government in the economy, big 
business from overseas investments, retention 
of strong competition, and avoidance of infla- 
tion on a large scale. 

Their chapter on research produces the most 
interesting angles of their discussion: 

“The new home of the 1960’s may well be 
manufactured of collapsible panels so that a 
homeowner can change its shape to suit his 
whims, move it to another part of the country, 
maybe even trade it in at a ‘used house’ lot. 

“Lighting could come from electrolumines- 
cent panels occupying most of the ceiling and 
side walls of a room. Among many interesting 
features, homes may have all-plastic plumbing, 
ultrasonic dishwashers and spray-on carpeting. 
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cars and new rail locomotives; 

e Auto sales will hit a record 7,250,000 
cars with the compact models accounting for 
perhaps 2 million. Sales of appliances will do 
well as prices rise 5 to 6 percent; 

© Volume in chemicals will increase 10 
percent with prices firm; 

¢ Petroleum products sales will go up 5 
percent, natural gas up 8 percent; coal con- 
sumption up 8 percent and spending for elec- 
tronics will rise 12 percent. 

¢ Railroads will show an 8 percent gain in 
carloadings, barring a steel or rail strike, 
while airlines will mark up a 15 percent 
gain. 


“And there could be a small black box in 
the front hall — the symbol of tomorrow’s 


electronic wonders — which automatically 
changes the swimming pool water, turns on 
the heat conductors under the driveway when- 
ever it snows, and maybe even figures out the 
monthly bills for such luxurious living. 

“The car of the future (consumers willing) 
may take its cue from the experimental Fire- 
bird III displayed in 1958 by General Motors. 
That would mean a gas-turbined, electronic 
gadgeted plastic-bubble model. It would boast 
finned flaps to aid in braking, a corrosion- 
proof exterior, and parts made of ‘greasy 
metals’ that lubricate themselves. 

“And tomorrow’s driver may well be an 
electronic gadget that straddles, electromagnet- 
ically, a cable buried in the middle of the 
traffic lane. 

“And then there’s the shopping center of 
tomorrow. Grass may grow on Main Street 
after all, but it will hardly be the symbol of 
the great depression. 

“It will just mean that major downtown 


The information set forth herein was obtained from 
sources which we believe reliable, but we do not guar- 
antee its accuracy. Neither the information nor any 
opinion expressed constitutes either a recommendation or 
a solicitation by the publisher or the authors for the pur- 
chase or sale of any securities or commodities. 
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Prompt and more dependable control of 
virtually all diarrheas can be achieved with the 
comprehensive DONNAGEL formula, which pro- 
vides adsorbent, demulcent, antispasmodic and 
sedative effects—with or without an antibiotic. 
Early re-establishment of normal bowel 


function is assured—for all ages, in all seasons. 


A. H. ROBINS CO., INC., Richmond 20, Virginia * Ethical Pharmaceuticals of Merit since 1878 


DONNAGEL: In each 30 ce. (1 fl. oz.): 


Kaolin (90 gr.).....0.......000008. 6.0 Gm. 
Hyoscyamine sulfate ........ 0.1037 mg. 
Atropine sulfate ................ 0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 
Phenobarbital (1/4 gr.)........ 16.2 mg. 


Same formula, plus 


Neomycin sulfate .............. 300 mg. 
(Equal to neomycin base, 210 mg.) 
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cough due colds allergy 
AMBENYL EXPECTORANT 


for quick, effective relief 


+ Antiallergic, antispasmodic, demulcent Each fluidounce of AMBENYL EXPECTORANT 
* Reduces bronchial spasm and congestion contains: 
*Helps thin mucus and facilitate expectoration Ambodryl” hydrochloride (bromodiphen- 


hydramine hydrochloride, Parke-Davis) 24 mg. 
Benadryl* hydrochloride (diphenhydramine 


hydrochloride, Parke-Davis) ........ 56 mg. 
Dihydrocodeinone bitartrate ............ gr. 
Ammonium chloride ................... 8 gr. 
Potassium guaiacolsulfonate ............. 8 gr. 


Supplied: Bottles of 16 ounces and 1 gallon. 


Dosage: Every three or four hours—adults, 1 to 2 
teaspoonfuls; children, 1% to 1 teaspoonful. 
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shopping areas have been transformed into 
pedestrian parks with vehicular traffic running 
underground. Noise-breaking circuits could 
keep major cities quiet. 

“Consumers may be shopping for such 
standard items as irradiated foods, throw-away 
paper apparel, appliances with no moving parts. 

“And instead of cash, customers might use 
magnetically inscribed cards in cash registers 
that flash full transaction data to the bank, 
credit the store and debit their accounts.” 


Harold X. Schreder, executive vice president 
and director of research for Group Securities, 
Inc., looks for the general economy and the 
stock market averages to reach new highs. 
He lists ten key factors to support his con- 
clusion that 1960 will be a good year: 


© Rebound from strike-inducted interruption 
of business activity in 1959. 

High and rising level of new orders. 

High level of employment and personal 
income. 

A reasonably stable price level. 

Strong public confidence reflected by ris- 


Keith Funston, president of the New York 
Stock Exchange, sees an abundant America in 
1970 provided the nation can overcome “an 
appalling air of complacency.” By the end of 
this decade he says the country could witness 
a 35 percent rise in disposable personal income 
per family, a 10,000,000-car year, about $20,- 
000,000,000 for research and development, 
and a gross national product of $700,000,- 
000,000. 

The Exchange president stresses, however, 
that in addition to a let-George-do-it attitude, 
“we are also up against stupendous stumbling 
blocks” to future progress. 

He listed these as “inflation, an unrealistic 
tax structure that discourages sufficient growth, 
and an apparent unwillingness to eliminate 
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ABUNDANCE IN 1970, SAYS FUNSTON 


For consumers, the authors look for more 
than half the nation’s families to reach the 
$5,000 a year income mark by 1963. 

They estimate that overseas plants built by 
American companies may double the 1958 
total by 1968 and reach $60 billion. 

“Altogether,” they assert, “U.S. exports plus 
the sales of overseas subsidiaries may be near- 
ing $100 billion ten years from now with profits 
to American companies of $6 to $10 
billion.” 


FOR MARKET 


ing consumer spending. 

e Increased corporate earnings and divi- 
dend payments. 

Near record capital expenditure for plant 
and equipment reflecting strong busi- 
ness confidence. 

Relatively small gap between aggregate 
corporate cash flow and capital require- 
ments. 


Tight money, typical of a strong and 
expanding economy, will act as a 
healthy restraint, not a choke. 

Continuing high level of spending for 
defense and space exploratioi.. 


featherbedding and high cost production, to 
name a few.” 

If these problems are dealt with forcefully, 
Mr. Funston declared, the next decade could 
bring: 

e A rise of about 60 percent in gross 
national product. 

e A jump in disposable income per family 
from $6,000 to over $8,000 a year. 

e An approximate 70 percent rise in car 
production. 

¢ Twice the present expenditures for re- 
search and development. 

Mr. Funston stressed that these were not 
predictions, but that “the American economy 
has always proved more than adequate to reach 
goals that our people were willing to achieve.” 
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with a one week course of daily injections 
Anergex—I ml. daily for 6-8 days—usually provides prompt relief that persists Sor months. 


Children with asthma or asthmatic bronchitis show 
particularly dramatic response. In all age groups, re- 
ports on over 3,000 patients with all common allergic 
diseases have shown that over 70 per cent derived 
marked benefit or complete relief following a single 
short course of Anergex injections. 


Anergex—a specially prepared botanical extract—is 
nonspecific in action; it suppresses allergic reactions 
regardless of the nature or number of offending 
allergens. 


Anergex eliminates skin testing, long drawn-out de- 
sensitization procedures, and special diets. It has been 
effective even in patients who failed to respond to 
other therapeutic measures. 


Effective in seasonal and nonseasonal rhinitis (pollens, 

dust, dander, molds, foods); allergic asthma: asth- 

matic bronchitis and eczema in children; food 

sensitivities. 

Available : Vials containing 8 mi.—one average treatment course. 
WRITE FOR REPRINTS AND LITERATURE 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 
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GUIDE FOR INVESTORS 


Based on recommendations of the 
Securities and Exchange Commis- 
sion in cooperation with the New 
York Stock Exchange, American 
Stock Exchange, National Associa- 
tion of Securities Dealers and others. 


1. Think before buying, guard 
against all high pressure sales. 


2. Beware of promises of quick 
spectacular price rises. 


3. Be sure you understand the risk 
of loss as well as prospect of gain. 


4. Get the facts—do not buy on tips 
or rumors. 


5. Give at least as much thought 
_ when purchasing securities as: you 
would when acquiring any valuable 


property. 


6. Be skeptical of securities offered 
on the telephone from any firm or 
salesman you do not know. 


7. Request the person offering se- 
curities over the phone to mail you 
written information about the corpo- 
ration, its operations, net profit, 
management, financial position and 
future prospects. 


LAST YEAR’S PAYMENTS ADVERSE 


A development that is worrying some mem- 
bers of the economic community is our adverse 
balance of payments last year. When the final 
figures become available they will probably 
show that as a nation we paid out $4,000,- 
000,000 or more in 1959 than we took in 
from other nations. 

The trend has been upward but the Federal 
Reserve Bank of New York, in a recent inter- 
view, said the deficits thus far have not been 
a damaging development. The bank explained 
that the term, “balance of payments” is a 
shorthand way of referring to a country’s 
statistical record of economic transactions with 
other parts of the world. 

In concept, says the bank, it is a system of 
double entry accounts in which all receipts 
from, and all payments to, foreign countries 
and international institutions are entered. 

We could have a big favorable balance of 
foreign trade and still have an adverse balance 
of payments. The money our tourists spend 
abroad is like an import because it gives the 
foreigners more dollars. Also there are our 
aid payments, funds paid to maintain our 
forces abroad, and investments abroad. 

If foreigners spend similar sums here in 
their currencies, there would be an equal bal- 
ance and no difficulty. 

When we spend more abroad than we take 
from foreigners, they accumulate dollars. Pri- 
vate individuals can sell these to their govern- 
ments which in turn can take the dollars to 
buy our gold. The individuals or governments 
can invest their dollars here in our banks or 
in securities. 

In the first half of 1959 we had an overall 
adverse balance of payments of $2 billion. This 
was Offset by sale of gold of $500 million and 
an increase in foreign liquid dollar holdings 
of $1.5 billion. 

By the end of September, 1959, holdings of 
liquid dollar assets by foreign countries had 
risen to about $17% billion, compared with 
$15 billion at the end of 1957 while inter- 
national institutions held around $3'% billion 
of their assets in the form of dollars, compared 
with $11% billion at the end of 1957. 
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Against the aggregate of these claims. this 
country held $19'% billion of gold. In addition 
there were almost $4 billion of banking claims 
held by the government. This country also 


had a long-term international capital account 


amounting to $38 billion at the end of 1958. 

By our gifts and loans the free world has 
built up its industry and is moving toward 
freer convertibility of currencies. Also trade 
barriers are being liberalized. 


FUND’S STAKE IN RAILROADS 


Open-end and closed-end investment com- 
panies that are members of the National Asso- 
ciation of Investment Companies have a $806,- 
000,000 stake in the railroad industry. That’s 
a big figure, yet actually it is small in com- 
parison with fund investments in more popu- 
lar industries. It represents only 4.8 percent 
of the total assets of the 179 companies that 
are members of the association. 

Fifty-eight funds hold no railroad securities. 
The other 121 hold issues in 87 railroads, 
with Southern Pacific the most popular of the 
common stocks while Southern Railway is the 
most popular when measured in dollars in- 
vested in all types of securities — common, 
preferred and bonds. There are 41 investment 


companies that have a $58,944,000 stake in 
Southern Pacific’s common. Others in the top 
ten include Southern Railway, C. & O., Santa 
Fe, Great Northern, Seaboard, Union Pacific, 
Nickel Plate, Norfolk & Western and Illinois 
Central. 

The ten most widely held bonds are issues 
of the Missouri Pacific, "Frisco, St. Paul, .New 
York Central, B. & O., Chicago & North 
Western, Gulf, Mobile & Ohio, Southern 
Pacific, Missouri-Kansas-Texas and Central of 
Georgia. 


NO NEED TO CHANGE GOLD PRICE 


Dr. Marcus Nadler, economist for the Han- 
over Bank, New York, has taken issue with 
those who advocate an increase in the statutory 
price of gold. There is no need for it, at 
least at the present time, and ii might be 
dangerous. 

The price was set at $35 an ounce in 1934 
and those who believe it should be higher 
argue this step would increase international 
liquidity and spur the output of the metal. 
They maintain further that the United States, 
the principal opponent of a higher price, may 
be forced by its trade deficit to join other 
nations for a general increase. 

The only serious lack of liquidity, Dr. 
Nadler notes, is among under-developed coun- 
tries, and these, because of their small holdings 
of gold, would benefit little from an 
increase. 

A higher price would undoubtedly spur gold 


production, but here again it is questionable 
how much this would contribute to an increase 
in international trade or toward helping the 
under-developed countries, the economist 
writes. 

As far as the U.S. trade balance is con- 
cerned, Dr. Nadler emphasizes that the trade 
deficit could be easily rectified by Congres- 
sional action. 

The fact that the Reserve authorities, in 
formulating credit policy, can no longer dis- 
regard international movements of funds and 
gold is on the whole desirable, he says. 

This imposes on Congress and the Admin- 
istration the obligation to practice fiscal and 
monetary discipline which will protect the 
integrity of the dollar at home and abroad. 

In a capsule summary of world economic 
conditions, he notes progress made in re- 
straining the inflationary forces. 
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WOULD BENEFIT RUSSIA 


R. L. Weissman, economist for W. E. Hut- 
ton & Co., likewise opposes any change in 
the gold price. The “gold bugs,” as he terms 
them, are busy again, maintaining that the 
price should be lifted to $50 an ounce, even 
$75, to save the economy and restore world 
stability. 

It is‘ Mr. Weissman’s contention that no 
increase is called for and none is impending. 
Some of the consequences he foresees are: 

An increase in the price of gold would: 

e Add to reserves of central banks. 

© Increase the value of privately-held gold. 

e Increase the profits of gold mines and 

prospects. 

© Lead to a rise in future gold production. 

® Create uncertainties as to the price of 

gold in the future. 

Increase commodity prices and common 
stock prices (in uneven amounts). 

Set in motion a new wave of inflation 
affecting property values in general. 


An increase in the price of gold would not: 

e In and by itself, restore the traditional 
gold standard. 

© Solve the problem of a deficit in the 
United States balance of payments. 

Restore sound international trade 
conditions. 

Restore sound conditions for international 
investment. 

Restore to soundness, domestic econo- 
mies suffering from inflated budgets, 
inflated wages, and other costs, or 
chronic inflationary monetary policies. 

Do away with money management, since 


FAVOR BONDS 


At least two investment experts, exploring 
the matter of pension funds, have reached the 
conclusion that bonds are better suited to 
these repositories of capital than are common 
stocks. 

Thus they disagree with the prevalent 
thought in Wall Street that equities, such as 


central banks are instituted for this 
purpose. 


It should also be pointed out that Soviet 
Russia would be one of the chief beneficiaries 
of an increase in the price of gold, Mr. Weiss- 
man says. The United States monetary stock 
of gold would advance in value substantially 
more than the value of the reserves of other 
countries whose central banks maintain a large 
part (as much as 50 percent) of their reserves 
in dollar balances. He adds: 

“Production of gold was at a postwar high 
in 1958. Output at $35 an ounce had a value 
of roundly $1 billion. The steady increase in 
proportion of output mined in the British 
Commonwealth, and the big and growing out- 
put in the Union of South Africa is plain. 
Further moderate gains may be expected in 
the Orange Free State and on the Far West 
Rand. The gold subsidy plans of Australia, 
Canada and Colombia are still in operation.” 

Repeating the charge that ‘there is not 
enough gold,’ he adds: 

“The contention is reminiscent of the early 
thirties when at least commodity prices were 
declining rapidly and a period of liquidation 
prevailed in which the search for liquidity be- 
came a worldwide objective. In contrast, the 
commodity price level has been very stable 
recently and for a long time the fear of rising 
prices has been uppermost. 

“If there is not enough gold at a peak point 
in production and with further increases in 
sight, it must be because of a shortage of 
monetary gold used as a reserve by central 
banks against their liabilities.” 


FOR FUNDS 


stocks, provide a better safeguard than do debt 
obligations, such as bonds. 

The two are Dennis N. Warters, president, 
and William M. Rae, second vice-president and 
actuary of the Bankers Life Co. of Des Moines, 
Iowa. They prepared a paper on the subject 
for a recent annual meeting of the Society of 
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FOR THAT EXTRA MEASURE OF RELIEF 
IN SEVERELY PAINFUL RHEUMATIC AND TRAUMATIC DISORDERS 


NEW 


The addition of the unrivaled anal- 
gesic potency of codeine phosphate 
to PARAFON provides the muscle 
relaxant-analgesic effect necessary 
in severely painful musculoskeletal 
disorders. In these conditions, 
PARAFON with Codeine® assures 
long-lasting relief of pain, stiffness 
and disability on low, practical dos- 
age. Side effects are rare and seldom 
severe enough to warrant discon- 
tinuation of therapy. 

dosage: One to two tablets 3 or 4 
times a day. 

supplied: White, compressed tab- 
lets, imprinted McNett, bottles of 
24. Each tablet contains: PARAFLEX® 
Chlorzoxazone* 125 mg., TYLENOL® 
Acetaminophen 300 mg., and co- 
deine phosphate 15 mg. 


*U. S. Patent Pending 
Narcotic for which oral is permitted 307A89 


| McNEIL } 


McNeil Laboratories, Inc « Philadelphia 32, Pa. 
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Actuaries. Their conclusion was that, “a 
deeper analysis of the surface record of com- 
mon stocks shows they do not meet the day- 
to-day living requirements of the pension fund 
without possible liquidation at unfavorable 
times.” 

The study shows that since Congress enacted 
Legislation in 1942 encouraging establishment 
of private pension plans, more than 50,000 
qualified plans have come into being. Total 
funds in these plans at the end of 1958 are 
estimated at $37 billion against $3 billion in 
1941. 

About $15 billion of this total is in the 
_hands of life insurance companies covering 
benefits promised under insured plans and 
about $22 billion represents assets of self- 
insured pension plans administered by trusts. 
For a long time pension funds were almost 


Americans are spending about $22,000,- 
000,000 a year on medical bills according to 
a study made by the Chase Manhattan Bank, 
New York. This is six and a half times the 
1929 amounts. 

The increase reflects, among other things, 
the rise in individual medical spending from 
$27 in 1929 to $124 now. 

Rising income and the spread of medical 
insurance have added to the national bill with 
three out of four families having some form 
of medical insurance. 

About two-thirds of the population now see 


Any investment banker will tell you that 
one of the major sources of investment money 
is the pension funds, which have been mush- 
rooming over the last few years. Pension funds 
in industry, says the “Twentieth Century Fund,” 
are growing at the rate of $4,000,000,000 
annually and today total more than $39,- 
000,000,000. 

They are thus an important factor in the 
evolution of a new American capitalism, which 


120a 


MEDICAL SPENDING UP 


PENSIONS IN 


entirely in fixed income securities. But since 
the war an attempt to hedge against inflation 
has changed the picture, the experts assert. 

The experts’ paper asks what will happen if 
employment declines instead of rising, if the 
business fails to prosper. Automation may 
bring the former and merger or termination, 
the latter. 

“No business can be assumed to have per- 
petual life let alone perpetual growth,” say 
the actuaries. 

They conclude that a fixed income security 
such as a bond fits into the cash requirement 
of a pension fund promising benefits in fixed 
dollar amounts more easily than a common 
stock. “The bond,” the experts assert, “guar- 
antees the payment of interest and principal 
on specified dates and the guaranteed amounts 
can be programmed to cash needs.” 


a doctor during the year compared with less 
than half the population 30 years ago. The 
number of visits per patient has risen 40 per- 
cent, the bank notes in its bi-monthly report, 
“Business in Brief.” 

Population growth is also a factor, with a 
larger proportion of children and older people 
among the total. 

Patients are paying $3 out of every $5 in 
medical care from their own pockets, the bank 
indicated. 

To pay these bills, an estimated 7,500,000 
families have debt outstanding. 


INDUSTRY 


is marked by the rapid institutionalizing of 
the ownership of property. 

Paul P. Harbrecht, S.J., author of the report 
for the Fund known as “Pension Funds and 
Economic Power,” says that new terms are 
needed to describe the new concepts of own- 
ership and private property that are merging 
in this country. 

He suggests “paraproprietal” society, mean- 
ing the society beyond property. 
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REALMS 
OF THERAPY 


BEST 


ATTAINED 


WITH 


ATARAX 


(brand of hydroxyzine) 
Special Advantages 


unusually safe; tasty syrup, 
10 mg. tablet 


> wide record of effectiveness—over 200 labora- 
tory and clinical papers from 14 countries. 

Widest latitude cf safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquitizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 


antiarrhythmic; does not stimulate gastric secretion. 


Supportive Clinical Observation 


. Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen 
able to the developr..:nt of new pat- 
terns of behavior... Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


...and for additional evidence 


Bayart, J.: Acta paediat. belg. 
10:164, 1956. Ayd, F. J., Jr.: Cal- 
ifornia Med. 87:75 (Aug.) 1957. 
Nathan, L. A., and Andeiman, M. 
B.: illinois M. J. 112:171 (Oct.) 
1957. 


well tolerated by debilitated 
patients 


. seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
- occurring in old age.” Smigel, 
J. et al.: J. Am. Geriatrics Soc. 
7: ‘Uan.) 1959. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
F.: Minerva med. 48:607 (Feb. 
1) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....1In chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.”” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
(Van. 3) 1959. Coirauit, R., et al.: 
Presse méd. 64:2239 (Dec. 26) 
1956. Robinson, H. M., Jr., et al.: 
South. M. J. 50:1282 (Oct.) 1957. 


»,. ADULTS 4 
does not impair mental acuity 


. especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.”’ Ayd, F. 
J., Jr: New York J. Med. 57:1742 (May 
15) 1957. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co.. Inc. 
Science for the World's Well-Being 


Garber, R. C., Jr.: J. Florida M. 
A. 45:549 (Nov.) 1958. Menger, 
H. C.: New York J. Med. 58:1684° 
(May 15) 1958. Farah, L.: Inter- 
net. Rec. Med. 169:379 (June) 
1956. 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles of 100. 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc, am- 
pules. 
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In support of his suggestion, the author 
points out that pension funds represent vast 
aggregations of wealth that are neither public 
nor private property, except in the sense that 
they are not controlled by the state. They are 
“Owned” by no one in the meaningful sense 
of the term. The report contends that such a 
phenomenon in a capitalist society, which has 
traditionally considered the distinction between 
public and private ownership to be adequate 
and complete, challenges us to find a rational 
framework to accommodate it. 


Indicating the dimensions and importance 
of the problem, Father Harbrecht says that 
with more than one quarter of the nation’s 
working population covered by all types of 
private pension plans, these funds are even now 
in a position to affect the balance of forces 
in our economy by their influence on the level 
of savings, the capital markets and the buying 
power of millions of workers. He believes, 
moreover, that in the immediate future their 
impact is certain to grow since their rate of 
growth is unlikely to diminish before 1970. 


HEALTH AND WELFARE COSTS 


The Bureau of National Affairs, Inc., Wash- 
ington, D.C., is an organization principally 
concerned with economic data and trends. It 
makes numerous surveys and some of these 
come to the attention of personne! officers of 
our various companies. 

According to the BNA report there is a 
wide agreement among these executives that 
doctors, by charging higher fees to those who 
have health insurance, are partly to blame for 
skyrocketing medical-care costs. 

Of 132 top executives representing firms in 
all branches of industry, nearly three quarters 
stated that doctors hike fees and are more 
likely to order hospitalization when they know 
that an individual has insurance to help pay 
the bill. 

Asked what can be done about this, the 
executives offered a variety of suggestions— 
have the insurance carrier investigate suspi- 
cious cases, work for adoption of standard fee 
schedules, notify local medical societies of out- 
of-line fees, and encourage greater use of out- 
patient facilities to minimize hospitalization. 

Other highlights of the BNA survey on con- 
trol of health insurance costs include these: 

@ Contributory v. Noncontributory Insur- 
ance. A bare majority of the executives feel 
that employees are less likely to abuse a health 
and welfare plan if they pay part of the 
premium. Almost as many, however, believe 
that a contributory plan is more likely to be 
abused as employees seek to get their money’s 
worth. 
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@ Service v. Indemnity Benefits. By a two- 
to-one margin, executives favor plans provid- 
ing stated dollar allowances for covered serv- 
ices (indemnity benefits) over those providing 
specified services without reference to their cost 
(service benefits). And many of those who 
prefer service benefits concede that indemnity 
benefits permit management to keep a tighter 
rein on costs; their vote for service benefits 
reflects a belief that they give better pro- 
tection. 

@ Benefits for Retired Employees. The 
extension of health insurance coverage to re- 
‘tired employees is a costly practice, but seven 
tenths of the executives favor it. However, 
all but 15 percent of this group feel that, 
because of older persons’ greater susceptibility 
to accident and illness, restrictions must be 
placed on the benefits available after retire- 
ment. 

@ Preventive Medical Care. Does the inclu- 
sion of preventive medical services in a health 
plan pay off in dollars and cents, by reducing 
the frequency and severity of illness? The 
executives, by a five-to-four margin, believe 
that it does. 

@ Self-Insured Plans. Not quite a fifth of 
the survey participants feel that it may be 
possible for a company to operate more cheap- 
ly on a self-insured basis than to pay an insur- 
ance company to handle the risk. The rest of 
the executives are opposed to self-insurance. 
The insurance company is providing expert 
service that’s worth the money, they believe; 
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TARGET ACTION specifically on the large bowel 
© selective peristaltic stimulant + smooth, overnight action 
O * no griping * well tolerated, non-habituating 
Available in 75 mg. scored tablets and suspension. 


(1,8-dihydroxyanthraquinone) 


economy and convenience. 
(Dorbane, 60 mg. + ji stoma 100 mg.)* 


} 2A \ lower dosage and in children. 

Available in capsules and suspension. 
(Dorbane, 25 mg. + dioctyl sodium sulfosuccinate, 50 mg.)* 


(Marks, M. M.; Clin, Med. 4:151, 1957.) 
([Schenfats/ SCHENLABS PHARMACEUTICALS, INC + New York 1, N.Y Manufacturers of NEYTRAPEN® for penicillin reactions, 
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It spares them the 
usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing hypertension, 
although the daily dosage required is higher than that of reserpine. Severe side-effects are infrequent, 
and this attribute of syrosingopine is its chief advantage over other Rauwolfia preparations. The 
drug appears useful in the management of patients with essential hypertension.” 


Almost all side effects relieved when Singoserp was 
substituted for other rauwolfia derivatives in 24 patients” 


| Incidence | 
Side Effects with Prior Relieved by Not 
Rauwolfia Agent Singoserp Relieved® 
Depression 11 10 | 1 


Lethargy or fatigue fe) 


Nasal congestion 7 7 fe) 


Gastrointestinal 
disturbances 


Conjunctivitis 


*Two of the 24 patients had two troublesome side effects. 


(syrosingopine CIBA) 


First drug to try in new hypertensive patients 


First drug to add in hypertensive patients already on medication 


Supplied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 


1. Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright; J. C.: J.A.M.A. 169:1609 (April 4) 1959 
2. Bartels, C. C.: N. E. J. Med. 261:785 (Oct. 15) 1959. 
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and a bad year could be financially disastrous 
for the average company. 

The 132 executives participating in the sur- 
vey are members of the BNA PERSONNEL 


The popular Dow Jones average of thirty 
blue chip industrial stocks has advanced sub- 
stantially over the last ten years. The common 
stock of International Business Machines, how- 
ever, has performed much more sensationally. 

Recently there have been doubts whether 
IBM will also be able to continue to outper- 
form this average in the 1960’s. 

Hollis K. Thayer of Dominick & Dominick, 
after weighing this subject, concludes in an 
8-page brochure, that it will continue to show 
its superiority and will do so by a wide margin. 

Returning to the arguments of the doubters, 
he says the principal reasons behind their atti- 
tude include the following: 

e For the first time in a number of years, 
the annual rate of gain for IBM’s revenues and 
net income has showed some signs of mod- 
eration. 

e A few weeks ago the company announced 
that it would not borrow $75 million from the 
Prudential Life Insurance’Company under an 
arrangement made on July 31, 1956. This 
arrangement appears quite attractive in the 
light of present money conditions. 

© Competition in the computer field has 
been steadily expanding with the recent en- 
trance of several large companies in this 
business. 

© Doubts about IBM’s future price perform- 
ance have arisen from other less tangible fac- 
tors. It is argued, for example, that any stock 
which has out-performed the average over a 
period of years may get too far ahead of other 
stocks and therefore can be expected to run 
into a period of distribution by accounts wish- 
ing (a) to bring their portfolios into balance, 
and (b) to realize on large paper profits. 

His study appraises these considerations and 
reviews several others which appear especially 
significant including: 
¢ The importance of changes that have oc- 
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IBM VS. DOW JONES AVERAGE 


POLICIES FORUM. These panel members 
are top personnel officials in all types of com- 
panies, large and small, in all branches of 
industry and all sections of the country.. 


curred in the company’s accounting proce- 
dures. 

e The expanding opportunities of the com- 
puter business. 

e The major improvement now occurring in 
IBM’s profit margins. 

e The basic economic and investment en- 
vironment in prospect for the country during 
the next ten years and its implications for 
IBM. 

Below a chart in the Dominick & Dominick 
study shows the record of the Dow Jones 
industrials and IBM for the last ten years: 


BASE YEAR 1950 100 


200f- 


“~__DOW-JONES 


AVERAGE OF YEAR'S RANGE AS A PERCENTAGE OF 1950 


1950 1951 1952 1953 1954 1955 1956 1957 1958 1959 


The study discusses the company’s competi- 
tive position, the growth in its revenues and 
net income, its profit margins and the economic 
and investment environment of IBM and its 
common stock, concluding that: the stock 
should outdistance the average by a wide mar- 
gin . . . an improving profit margin together 
with steady growth in revenues has proved to 
be a most desirable combination for obtaining 
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the decorative jar makes a therapeutic difference 


The FILIBON jar is a handsome and handy reminder for everyday prenatal nutritional 
support. You can be sure she will be reminded of her FILIBON-a-day . . . and that the 
up-to-the-minute formula covers nutritional defenses throughout pregnancy. 


FILIBON provides ferrous fumarate, an iron well-tolerated by even the most easily upset 

' patients. Each small, dry-tilled capsule also includes vitamin K and AUTRINIC® Intrinsic 
Factor Concentrate that enhances, never inhibits, By, absorption. For complete formula see 
Physicians’ Desk Reference, page 688. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York C[éderis) 
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capital appreciation . . . IBM is the leader in 
the computer field . . . and, “continued reten- 
tion is therefore advisable for holders of the 


stock, and purchase is recommended for those 
who do not own it or have only small hold- 
ings.” 


STOCKS FLUCTUATE 


Any value, whether it be a stock, a bond, 
a house and lot or a partnership in a business, 
is continually changing. It is easier to trace 
changes in the stock market because the actual 
number of dollars an individual is willing to 
pay for a share of stock is made public daily. 
Other values fluctuate just as much, but we 
don’t see their quotations in print. 

The magazine “Exchange”, official publica- 
tion of the New York Stock Exchange, recently 
took a selected list of common stocks and 
showed how divergent had been their price 
trends since well back before the panic of 
1929 and the depression of the 1930’s. 

That’s a generation or more ago. If you had 


PER CENT 
GAIN 
NATIONAL CO, 3,407.9% 
Du PONT DE NEMOURS 
UNION CARBIDE CORP. 
EASTMAN KODAK CO. 
GENERAL MOTORS CORP. ........... 


OTIS ELEVATOR CO. 

CORP. ......... 
CONTINENTAL INSURANCE CO...... 
ADAMS EXPRESS CO. 

SPERRY RAND CORP. 


CHIC. PNEUMATIC TOOL 

SOUTHERN RAILWAY CO. ........... 
AMERICAN SNUFF CO. .............. 
CHESAPEAKE & OHIO RY. ........... 


bought 10 shares of a list of 15 stocks on 
March 11, 1957, it would have cost you $21,- 
856. By March 10, 1959 this investment would 
have been 2,255 shares worth $181,327, a 
capital gain of $159,471 or 716 percent, not 
to mention cash dividends received in the 
interim. 

Conversely, 10 shares in the second list 
would have cost you $21,514 in 1927. Early 
in 1959 your portfolio would have grown to 
333 shares but its value would have declined 
to $11,431, thus showing a capital loss of 
$10,083, or 47 percent. 

The two selections, of fifteen stocks each, 
follow: 


PER CENT 
Loss 


GLEN ALDEN CORP. ...:... a 98.9% 
BALDWIN-LIMA HAMILTON . >) 
DAYSTROM, INC. Pa 83.5 


DELAWARE & HUDSON CO. . 
AMERICAN ICE CO. ......... 
CANADIAN PACIFIC RY. CO. 

GREAT WESTERN SUGAR CO. . 


ILLINOIS CENTRAL R.R. CO. . 
INTERNATIONAL SHOE CO. .... 
CONSOLIDATED EDISON CO. . 
GENERAL RY. SIGNAL CO. ... 
WESTERN UNION TEL. CO. ... 


HINTS ON TAXES 


The time is drawing near when you must 
go over your 1959 transactions and give Uncle 
Sam an accounting. 

The law, with respect to capital gains and 
losses, is the same as it was a year ago. 
Remember that profits or losses are designated 
as long-term if the asset has been owned for 
a minimum of six months and one day. 

Every dollar of loss, when applied against 
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a long-term profit, can save you up to 25 
percent; every dollar of loss applied against 
a short-term will save up to your regular 
income tax bracket. 

An excess of losses over gains can be de- 
ducted from your ordinary income up to 
$1,000. 

While there has been no change in the in- 
come tax law recently, it has undergone major 
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REFLECTION ON CORTICOTHERAPY: 


\ 


Particularly in corticotherapy, the intent 


is not to treat diseases, but to treat patients. 


This intent 1s best served by using the steroid 
that has the best ratio of desired effects to 


undesired effects: \ { | 
the corticosteroid that hits the disease, but spares the patient C lO 

THE UPJOHN COMPANY 

[Upjohn | KALAMAZOO, MICHIGAN RADEMARK, REG. U. S. PAT. OFF. — METHYLPREONISOLONE, UPJOHN 
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changes in the 46 years it has been in existence. 
The first levy was so light it was considered 
inconsequential. Only $35,000,000 was col- 
lected, and then it became necessary to adopt 
the sixteenth amendment to the Constitution, 
making the assessment of the tax legal. 

Under the amendment Congress was still 
slow to make the rate high. The first tax biil 
permitted an exemption of $4,000 for a mar- 
ried person and $3,000 for a single person. 
The average wage at that time was $12 a 
week, so there were comparatively few indi- 
viduals who had to consider the income tax 
at all. Even the wealthy weren’t too con- 
cerned, for the highest possible rate was 7 
percent, compared with the present top of 91 
percent. 

The Tax Foundation calculates that in all 
of 1913 the government collected only $67 a 
minute in income taxes. Last year’s bill was 
$68,400,000,000, or $130,000 a minute. The 
Foundation estimates that in fiscal 1960 the 
total of all Federal taxes will come to $89,- 


800,000,000, or $170,852 a minute. 

Roswell Magill, President of the Tax Foun- 
dation and former Under Secretary of the . 
Treasury, holds that we must cut taxes if we 
are to create the 20 million new jobs ex- 
pected in our growth by 1975. He recom- 
mends reducing the range of income tax rates 
to 16 to 64 percent from the present 20 to 
91 percent. 

“We know,” he said, “that such a cut in 
tax rates would encourage economic expansion 
for it has done so whenever it has been tried 
in the past. 

“Curiously enough, a reduction in rates 
would also produce more revenue for the 
Treasury. Business expansion automatically 
increases the government’s tax ‘take’.” ‘ 

While Congress has not changed the rates 
on income taxes from those of the previous 
fiscal year, it is giving a tax break to holders 
of government bonds. 

Heretofore if the holder of a Series E bond 
wanted to shift to a new government bond, he 


quietly calming 


You can prescribe gentle 
control of blood pressure with 


BUTISERPINE 


Butiserpine contains just enough reserpine 
(0.1 mg. per tablet or teaspoonful) to re- 
duce tension without initiating side effects; 
15 mg. of BUTISOL sodium” butabarbital 
sodium, to promote calmness without 
lethargy. BUTISERPINE TABLETS, ELIXIR, 


PRESTABS® BUTISERPINE R-A 
(REPEAT ACTION TABLETS) 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 
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Strikingly enhances 

the traditional advantages 

broad-spectrum 
antibiotics... 


for greater patient-physician benefit 


DECLOMYCIN is a unique fermentation product of a strain 
of Streptomyces aureofaciens—the parent organism of 
AUREOMYCIN® and ACHROMYCIN.” 


DECLOMYCIN singularly achieves: 
* far greater antibiotic activity with far less drug'***"*'* 
* greater stability in body media***® 

* unrelenting peak activity throughout therapy** 

“extra-day” protection through sustained activity’ 


DECLOMYCIN retains: 
* unsurpassed broad-spectrum range of activity*®'®'*"* 
* rapid activity’*** 

* excellent toleration’”* 

* effectiveness against 

* rapid diffusion in body tissues and fluids ''**:* 


*Chlortetracycline Lederle 


tTetracycline Lederle 


CLO 


Demethyichlortetracycline Lederle 
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Far greater 
antibiotic activity 

with far less 

antibiotic 


Milligram for milligram, DECLOMYCIN brand of 
Demethylchlortetracycline has two to four times the inhibi- 


tory capacity of tetracycline against susceptible organisms. 
Thus, DECLOMYCIN has the advantage of providing sig- 
nificantly higher serum activity levels with significantly re- 
duced drug intake.” 


Actually, DECLOMYCIN demonstrates the highest ratio 
of prolonged activity level to daily milligram intake of any 
known broad-spectrum antibiotic. Reduction of milligram in- 
take of drug reduces hazards of related physical effect on in- 
testinal mucosa. 


*Activity level is a far more meaningful basis of compari- 
son than quantitative blood levels, as Hirsch and Finland 
note. Action upon pathogens is the ultimate value. 
(Hirsch, H. A. and Finland, M.: Antibacterial Activity of 
Serum of Normal Subjects after Oral Doses of Demethyl- 
chlortetracycline, Chlortetracycline and Oxytetracycline. 
New England J. Med. 260:1099 (May 28) 1959.) 
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Unrelenting 
peak antimicrobial attack 
throughout therapy 


The high level of DECLOMYCIN activity is uniquely 
sustained. It is not just an initial phenomenon but is 
constant— maintained on each day of treatment and 
between doses—without noticeable diminution of in- 
tensity. Peak-and-valley control is eliminated, favoring 
continuous suppression of pathogens and consequent 
improvement. 


This DECLOMYCIN constant is achieved through 
remarkably greater stability in body fluids, resistance 
to degradation and a low rate of renal clearance—all 
supporting antibiotic activity for extended periods. 


Demethyichlortetracycline Lederle 


activity 
for security 
against relapse 


DECLOMYCIN maintains significant antibacterial 
activity for one to two days after discontinuance of 
dosage—a major distinction from other antibiotics. 
Previous drugs have declined abruptly in activity fol- 
lowing withdrawal. 


DECLOMYCIN thus gives the patient an unusual 
degree of protection against resurgence of the primary 
infection, and against secondary infection...sequelae 
not infrequently encountered and often resembling a 
“resistance problem.” Consequently, reinstitution of 
therapy or a change in therapy should rarely be 
necessary. 
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masterpiece 


iki. greater antibiotic activity 


iy with far less antibiotic intake 


\ 
unrelenting peak attack 


—enhancing the unsurpassed features of 
tetracycline... for greater physician-patient benefits 


Demethylichlortetracycline Lederle 
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contribution 


Lederle 


research 


in the distinctive dry-filled duotone capsule 


vortetr 


Available as: Capsules, 150 mg. 
Pediatric Drops, 60 mg. per cc. 
Oral Suspension, 75 mg. per 5 cc. tsp. 


D. 
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Reports at Seventh Anaual Symposium on Antibiotics, Mayflower Hotel, Wash- 
ington, D. C., November 4-6, 1959: 1. Boger, W. P. and Givin, J. J.: Demethylichlortetra- 
cycline: Serum Concentration Studies and Cerebrospinal Fiuid Diffusion. 2. Chavez Max, 
G.: Therapeutic Evaluation of Demethylichlortetracycline in Human Brucellosis. 3. Duke, 
C. J.; Katz, S., and Donohoe, R. F.: Demethylchlortetracycline in the Treatment of Pneu- 
monia. 4. Finland, M.; Hirsch, H. A., and Kunin, C. M.: Observations on Demethyl- 
chlortetracycline. 5. Fujii, R.; Ichihashi, H.; Minamitani, M.; Konno, M., and Ishibashi, 
T.: Clinical Results with Demethylchlortetracycline in Pediatrics and Comparative Studies 
with Other Tetracyclines. 6. Garrod, L. P. and Waterworth, P. M.: The Relative Merits of 
the Four Tetracyclines. 7. Kanof, N. B. and Blau, S.: A Clinical Evaluation of Declomycin 
Demethylchlortetracycline in the Treatment of Pustular Dermatoses. 8. Kunin, C. M.; { 
Dornbush, A. C., and Finland, M.: Distribution and Excretion of Four Tetracycline i 
Analogues in Normal Men. 9. Marmell, M. and Prigot, A.: The Use of Demethylchlortetra- P 
cycline in Gonorrhea, Lymphogranuloma Venereum, and Donovanosis. 10. Olarte, J.: The 

Sensitivity of Selected Strains of Shigella, Salmonella and Enteropathogenic Escherichia 

coli to Demethylchlortetracycline and Tetracycline. 11. Perry, D. M.; Hall, G. A., and 

Kirby, W. M. M.: Demethylchlortetracycline: A Clinical and Laboratory Appraisal. 12. 

Roberts, M. S.; Seneca, H., and Lattimer, J. K.: Demethylichlortetracycline in Genitouri- 

nary Infections. 13. Ross, S.; Puig, J.R.; and Zaremba, E. A.: Absorption of Demethylchlor- 

tetracycline in Infants and Children: Some Preliminary Observations. 14. Vineyard, 

J. P.; Hogan, J., and Sanford, J. P.: Clinical and Laboratory Evaluation of Demethyl- 

chlortetracycline. 


LEDERLE LABORATORIES, 
a Division of AMERICAN CYANAMID COMPANY 


Pearl River, New York 


q 
A 
| 
« 
® 
N 
line 
4 
D 


the anatomy of towelt...ExQuiSiTE SENSIBILITY 


An alert and exquisite “fifth sense” in clinical diagnosis is tactile sensibility, as, 
for example, in discerning the presence and quality of a nodule in the thyroid. 


Patients esteem their own tactile sensibilities, as well, and notably in the choice of a prophylactic, 
RAMSES,® for example, in which utmost sensitivity is preserved —“built-in.” The superior pro- 
phylactic, RAMSES is a tissue-thin rubber sheath of amazing strength, of solid clinical reliability, 
and yet smooth as silk, transparent as gossamer, almost out of human awareness. 


RAMSES enables the physician to rely on rigorous cooperation for putting an end to the cycle 
of re- and re-infection with Trichomonas,’ due most often to unprotected sexual intercourse.? 
Without imposition, or deprivation, for the sake of cure, routinely using RAMSES will assure 
positive clinical control with a minimum of awareness, for in RAMSES the sensitivity is “built-in.” 


1. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. 


Pacini’s corpuscle Meissner’s corpuscle Ruffini’s spindle 
(pressure sensibility) $ (tactile information) (warmth) 
Ccecccccccccccccccccccseccccsccccccccccccccossscoscscssesesessees RAMSES is a registered trade-mark of Julius Schmid, Inc. 


ONE DOZEN GENUINE TRANSPARENT 


RUBBER FPROPHYIACTICS 


RAMSES* 


PROPHYLACTICS 


2. Giorlando, S. W., and Brandt, M. L.: Am. J. Obst. & Gynec. 76:666 (Sept.) 1958. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 
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had to pay a tax on all the interest that had 
been accumulating in the form of the discount 
on the E bonds. The result was that Series E 
bondholders were virtually locked in against 
a change in their investment position. 

Congress has come to the rescue to thaw 
out the freeze. A law was passed saying that 
the Treasury can permit a swap of one gov- 
ernment bond for another to be tax-free. Here 
is the way it would work: Suppose an E bond 
was bought at $75. At maturity it is worth 
$100. The bondholder doesn’t cash it in; 
instead he swaps it for a new $100 government 
bond. Two years later he sells the new bond 
for $102. 

The net effect of all this is that he started 
with a $75 investment and winds up with 


OUTLOOK 


Sales and earnings of drug companies in 
the first half of last year had a lower rate of 
growth than their ten-year average, a study by 
David L. Babson & Co., Boston, reveals. The 
rate of expansion from 1948-58 was 12 percent 


annually, against an all-industry average of 3 
percent. It exceeded that of all other major 
groups except electronics and air transporta- 
tion. 


Then in the five-year interval 1953-°58 the 
drug group moved to top position in rate of 
progress, with an average annual increase of 
18 percent in volume. 

The Babson study notes, however, that in 
the first half of last year ethical drug sales 
increased only about six percent over those of 
the similar period of 1958. This was due pri- 
marily to the unusually good results of the 1958 
half when demand was stimulated by an influ- 
enza epidemic. However, a six percent gain is 
still double the all-industry growth rate of the 
preceding decade. 

When 1959 figures are in it believes sales 
and earnings in the second half should compare 
more favorably with those of the like months 
of 1958, for the comparison will be with a 
more nearly normal period. It expects drug 
industry sales for 1959 as a whole will be 
seven or eight percent above 1958, a gain 
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$102, or a $27 profit. However, $25 of this 
profit is the difference between the $100 re- 
demption value of the E bond at the time of 
the swap and the $75 he paid for it. That much 
would have been regular income had he cashed 
in the E bond. And so, when he sells the 
new bond he reports $25 as regular income. 
The other $2 is appreciation in the price of 
the new bond, and is reported as capital gain. 

In a tax-free swap not only is the new bond 
considered as costing what the old one did, 
but also the new bond is considered as having 
been acquired when the old one was. Thus, 
if the old bond was owned five months and the 
new two months, the combined holding period 
is over six months. That qualifies the profit 
on the new bond as capital gain. 


FOR DRUGS 


still below the long-term average but better 
than was indicated in the first six months. 

Over the long term, it looks for a continua- 
tion of growth in the pharmaceutical industry 
at a rate well above the average of all indus- 
tries, for the following reasons: 

1) It spends more on research and develop- 
ment per dollar of sales than any other major 
industrial group. Some $575 million (includ- 
ing $300 million government-sponsored) will 
be spent in 1959 versus $88 million (of which 
$28 million was government-supported) in 
1947. Thus in this period private research 
expenditures have gone from $60 million to 
$275 million, advancing at an annual rate of 
13 percent. 

2) Consumer spending for medical care has 
been mounting steadily—from $5 billion in 
1945 to $10 billion in 1952 and $15 billion in 
1957. The increase averaged 10 percent an- 
nually from 1945 to 1951, and 8 percent from 


* 1952 to 1957. Moreover medical outlays have 


risen as a proportion of personal disposable 
income, from 3.4 percent in 1945 to 4.9 
percent in 1957. 

There has been an even faster advance in 
drug store sales of prescription remedies. Their 
growth rate was 15 percent from 1945 to 1951 
and 14 percent from 1952 to 1957. The share 
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HOMAGENETS 


The only homogenized vitamins in solid form 


Microphotographs show the special homogenizing process* used in the manufacture of Homa- 
genets results in extremely small vitamin particles—one-hundredth the size obtained by 
ordinary processes of tablet production. 


This increases the surface exposure of each vitamin 100 times—that is why the vitamins in 
Homagenets can be completely absorbed. The practical benefits are complete utilization, 
better storage of oil-soluble vitamins, and no “‘fishy” eructations. Also, the taste of the vitamins 
is masked so thoroughly that Homagenets can be chewed or dissolved in the mouth like candy. 


ay Homagenets are available in five formulas—Pediatric, Prenatal, Geriatric, Aoral, and 
Therapeutic. 


Write for samples and literature. 


Bristol, Tennessee New York . Kansas City . San Francisco 


(VOL. 88, NO. 1) JANUARY 1960 


133a 


of disposable income taken by prescription 
drug purchases was 2 percent in 1945, 4 per- 
cent in 1952 and 6 percent in 1957. 

3) In its new long-range population pro- 


Final figures for 1959 aren’t in yet but 
guesses are it was a bountiful year, dividend- 
wise, for those who placed their savings in 
common stocks. Everyone expected last year’s 
total to be above that for 1958, for that was 
the year of recession. Remember? 

We had the steel strike, but generally speak- 
ing the corporations had a good earnings rec- 
ord and were willing to pass along a good 
portion of their net to stockholders. 

The dividend total may well set a record. 
The last record was in 1957, when it was esti- 
mated at $12,500,000,000. Now we are look- 
ing for a billion dollars more on the 1958 total. 
If we can believe half of the optimistic predic- 
tions being made about this’ year, 1960 should 
make 1959 look like a pauper. 


We are inclined to think of the investment 
companies, both the closed-end and open-end 
trusts, as being the nation’s largest holders of 
common stocks. That is not the case, we 
learn from a study made by the American 
Bankers Association, which reveals, for the 
first time, the size of personal trust accounts 
administered by banks. 

These accounts, many of which are relatively 
small, also include the holdings of our famous 
total worth of private pension funds—$30,- 
664,500,000 held in common stock by per- 
sonal trusts, against $33,000,000,000 esti- 
mated year-end value of private pension 
funds. 

Personal trust funds’ common stock hold- 
ings last year equaled more than 10 per cent 
of the year-end market value of all securities 
listed on the New York Stock Exchange. 

Just what impact such fat portfolios have 
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jections issued last November, the Bureau of 


BOUNTIFUL DIVIDENDS 


THE BIGGEST STOCKHOLDERS 


Census foresaw a gain of 24 million or 14 
percent by 1965. Thus the drug industry seems 
likely to obtain new customers at an average 
annual rate of about 3.7 million (or 2 percent) 
over the next six years. 


A number of companies have been cautious 
about raising their payouts because of the steel 
strike. 

Then there is always that matter of 
expansion. A company that has definite expan- 
sions on the planning board has to figure what 
it will cost. It must consider whether it is best 
to deprive stockholders of some of the largesse 
they would like to have or hold back a little 
so as to reduce the necessity of financing the 
expansion through a new issue of securities or 
bank loans. 

One thing we did notice at the close of the 
year. Those year-end extras were not as plenti- 
ful as they had been previously. For this we 
must blame the steel strike. It contributed to 
caution. 


on the stock market is not clear. There are 
no comparative figures to suggest whether such 
funds have been increasing or decreasing their 
common stock holdings. 

Neither is it possible to tell how active in 
the market the trust accounts were—no figures 
show how much they buy and sell each year. 

However, one banker suggested their hold- 
ings in the last three years have remained 
about the same, but compared with ten to 
fifteen years ago, have shown a greater em- 
phasis on common stock. 

A recent estimate indicated bank admin- 
istered personal trust funds have not enjoyed 
the same rate of growth as mutual funds and 
pension funds. This could mean that less 
money has been going into personal trusts; or 
it could mean they have not been as successful 
or as aggressive in the market as other in- 


vestors. 
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New revitalizing tonic 
brightens 


A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function —RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement...’’ Patients reported “an increase in 
alertness, vitality and sense of well being.’” 


PRESCRIBE RITONIC 


for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 


Ritalin® hydrochloride 5 mg. 
methyltestosterone 1.25 mg. 
ethinyl estradiol 5 micrograms 
thiamin (vitamin B, ) 5 mg. 
riboflavin (vitamin B:) 1 mg. 
pyridoxin (vitamin B.) 2 mg. 
vitamin By» activity 2 micrograms 
nicotinamide 25 mg. 


dicalcium phosphate 250 mg. 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULEs; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: J. Am. Geriatrics Soc. 7:408 (May) 1959. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 


CIB A 
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PROSPEROUS TRUCKERS 


The industry of “trucks for hire” is piling 
up new records. The American Trucking Asso- 
ciation looks for its gross operating revenues 
this year to come to $7 billion, up 15 per cent 
from last year’s total. 

In the first half of this year there were 17,000 
concerns in the For-Hire Interstate trucking 
business. 

Industry leaders feel their business ‘vas hurt 
far less than that of the railroads during the 
steel strike. That is because some of their 
trucks haul directly from steel mills to ware- 
houses, and when the mills shut down, they 
did also, whereas railroads have to keep oper- 
uting, even though they can reduce their work- 
ing forces. 

According to the truckers, they’re not taking 


business away from the railroads but “sharing 
in a bigger pie.” Last year trucks accounted 
for 20.81 per cent of all inter-city ton-miles of 
freight hauled. Figures for this year suggest to 
estimators the relative shares will not be signifi- 
cantly changed. 

Setting another record this year will be motor 
carriers’ spending for new equipment. It is 
expected to climb to an unprecedented $3,- 
500,000,000, as against $2,300,000,000 and 
$2,900,000,000 in 1957. Outlays for parts, 
tires and tubes will add another $1,300,- 
000,000. 


PITY THE POOR BROKERS aw 


Stock brokers make their money on the 
activity of our accounts. To them the most 
desirable thing is that you and I buy and then 
sell, then buy and sell again. That makes com- 
missions. 

There are a couple of stories, venerable ones 
which you doubtless have heard. One has to 
do with, “Where are the customers’ yachts?” 
The senior partner of a firm was showing his 
number one client the grandiloquent yachts 
tied in the harbor, all owned by big men of 
the financial district. “But where are the cus- 
tomers’ yachts?” asks the neophyte. That one 
has whiskers; it must be fifty-years-old. 

Then there is the one about the young cus- 
tomer’s man in a Wall Street firm who was 
asked by a client whether he should buy or 
sell United States Steel. The young man didn’t 
know, so he went to the senior partner for 
advice. 

The reply was, “First find out whether he 
owns any. If he does, then tell him to sell it; 
if he doesn’t, then tell him to buy it.” 

Both stories are base canards. We would 
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not deign to repeat them except that we assume 
you have heard them before, and they provide 
a springboard for examining the matter of the 
light activity in Wall Street’s volume of stock 
trading when measured against the total 
number of shares outstanding in the hands of 
the public. 

G. Keith Funston, president of the New 
York Stock Exchange, made a trip in August 
and September to such foreign spots as Aus- 
tralia, New Zealand, Japan and the Philip- 
pines. He wanted to acquaint me folks with 
market problems that are of mutual interest 
to leaders of finance in ali free countries, and 
he wanted to point with pride to the growing 
number of United States citizens who have 
become owners of equities in the American 
economy. Much of this wider ownership stems 
from the educational program the Stock Ex- 
change has pursued vigilently since Mr. Fun- 
ston became chief executive officer of the Big 
Board. We assume he didn’t refer to the yacht 
story or the one about United States Steel. 

He emphasized the point that Stock Ex- 
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New from Lederle 


a logical combination in appetite control 


meprobamate with dextro-amphetamine sulfate LEDERLE 


wv 
meprobamate eases 
tensions of dieting 


d-amphetamine 
depresses appetite 
and elevates mood 


...Without 
overstimulation 


... without 
insomnia 


... Without 
barbiturate hangover 


Each coated tablet (pink) contains: 
d-amphetamine sulfate . . . . 5 mg. 
meprobamate .......... 400 mg. 
Dosage: One tablet taken one-half 


to one hour before each meal. 


Jederle 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


(VOL. 88, NO. 1) JANUARY 1960 


~ 
137a 


90% of anxious, agitated 


and apathetic office patients 


calmed without drowsiness 


and with normal drive restored... 


on one or two 0.25 mg. tablets b.1.d.: 


This is the pattern of performance for 


PERMITIL 


Fluphenazine dihydrochloride 


; 
- 
: 


In Anxtety and Anxiety-induced Depression 


“In contrast to other phenothiazines, it [PERMITIL] mitigates 
apathy, indifference, inertia and anxiety-induced fatigue. 
Thus, instead of impeding effective performance of daily tasks, 
it increases efficiency by facilitating psychic relaxation. Con- 
sequently, acceptance of this drug, especially by office patients, 
has been excellent.” ! 


@ In 608 patients with anxiety and anxiety-induced fatigue 
or depression, PERMITIL, administered in small daily doses of 
0.5 mg. to 1 mg., produced significant improvement in 90%. 
@ PERMITIL is virtually free from side effects at recom- 
mended dosage levels. 

w Patients become calm without being drowsy and normal 
drive is restored. 

w Onset of action is rapid; effect is prolonged. 


@ PeRmiTiL does not potentiate barbiturates or non-barbitu- 
rate sedatives and can be used with impunity with such agents. 


How to prescribe Permitit: The lowest dose of Permrtit that will pro- 
duce the desired clinical effect should be used. The recommended dose 
for most adults is one 0.25 mg. tablet twice a day (taken morning and 
afternoon). Increase to two 0.25 mg. tablets twice a day if required. Total 
daily dosage in excess of 1 mg. should be employed only in patients with 
relatively severe symptoms which are uncontrolled at lower dosage. In 
such patients, the total daily dose may be increased to a maximum of 
2 mg., given in divided amounts. Complete information concerning the 
use of PerMiITIL is available on request. 


SUPPLIED: Tablets, 0.25 mg., bottles of 50 and 500. 


REFERENCES: 1. Ayd, F. J., Jr.: Current Therapeutic Kesearch 1:41 (Oct.) 1959. 
2. Recent compilation of case reports received by the Medical Department, 
White Laboratories, Inc. 


PERMITIL 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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change volume, considering the wide owner- 
ship of securities and the vastly greater listing 
of securities on our various trading markets, 
should be much greater than it is. His point 
is well taken. It is surprising that it remains 
so low. He believes that by 1970 a normal 
turnover on the New York Stock Exchange 
will be 6,000,000 shares. It could be he has 
made a mistake in his timetable—and the 
day could arrive in a year or two. 

It was in 1952 that the Stock Exchange 
launched its educational program. At that time 
there were only 6,500,000 individuals who 
owned shares of American corporations. By 
1956 it was 8,600,000 and this year the figure 
is 12,500,000, up 45 percent in three years. 
Moreover the number of listed shares has in- 
creased many fold during the same period. 

In the fourteen years from 1945 to 1958 
the daily average trading volume of the Big 
Board was 1,700,000 shares. If we use this 


as a rough guide and if we allow for a con- 
tinuing favorable pattern for growth, it would 
appear possible that during the middle of the 
1960’s we might have a daily average volume 
of around 4,500,000 shares. 

“Should such a level be reached, of course, 
the volume traded on any given day would 
undoubtedly range much higher—and much 
lower—than the average daily figure. 

“There is no question in my mind,” said 
Funston, “that the future financing of our in- 
dustries is tied to the soundness and success 
with which our educational efforts develop. 
But even more important, by putting owner- 
ship within the reach of millions of people, we 
can exert an enormous influence for good on 
the growth of the free world. 

“For this reason, while we are pleased with 
the results of our own efforts to date, we by no 
means feel that share ownership has gone as 
far as it can and should.” 


Inquiries are received from a number of investors asking 
for information regarding specific securities. Answers are 
presented here on the basis of information received from 
recognized analysts and represent their considered opinion. 


a share possible in fiscal 1963. Followers are 
counting on spending for the Space Age count- 
erbalancing any reduction that may take place 
in defense spending. 


Sperry Rand Corporation—Earnings are im- 
proving for the first time since the merger in 
1955 between Sperry and Remington. The 
company is now the seventh largest electronics 
company in the United States and employs 
more than 6,000 engineers and scientists. A 
continuation of its present uptrend in sales, 


Texas Gulf Producing Co. 
—lIts growth record over 
the last few years has been 
satisfactory and it is in the 
process of adding substan- 
tially to its oil production 


and the improved profit margin, could produce 
earnings in 1961 of $2.40 a share, with $3 
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and reserves. It has an agreement with Stand- 
ard Oil (N.J.) whereby Jersey has agreed to 


MEDICAL TIMES 


¢ 
/ 
3 
2 
‘ 
/ 
* i] 
— 
2 — 


Synonyms for 
Pain Relief... 


‘TABLOID’ 


‘EMPIRIN’ 
COMPOUND 


Acetophenetidin 
Acetylsalicylic Acid .... 
Caffeine 


mines surgery 


CODEINE 


neoplasm 


PHOSPHATE 


migraine 


No 1 musculo-skeletal pains 
Acetophenetidin 
Acetylsalicylic Acid .... gr. postdental surgery 


Caffeine ... . post-partum involution 


Codeine Phosphate .... 
fractures 


itis 
No. 2 Acetophenetidin 


Acetylsalicylic Acid ... 
Caffeine . _-Telief of pain 


Codeine Phosphate .... gr. } - pt all degrees of 


No 3 sevérity up to 


Acetylsalicylic Acid .. . that which 


Caffeine requires morphine 
Codeine Phosphate 


N 4 IN 
0. Acetophenetidin 
Acetylsalicylic Acid .... 


Codeine Phosphate . 
*Subject to Federal Narcotic Regulations 


BURROUGHS WELLCOME & CO. (U.S.A) Tuckahoe, New Yerk 
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.--providing the desired 
gradation of potencies 
arthralgias 
er.2% | myalgias : 
| er.3¥2 sommon cold 
unproductive coughs q 


In a series of 159 patients with various types 
of surgical infections (cellulitis, abscess, 
wound infections), ALTAFUR was employed 
with eminently satisfactory results. The in- 
cidence and magnitude of surgery were 
considerably reduced in these cases, and 
when surgical intervention was necessary it 
could be delayed until the inflammatory 
process had receded or become localized. 

Excellent therapeutic response was obtained 
in patients with infections due to coagulase 
positive Staphylococcus aureus, beta hemo- 
lytic Streptococcus, and Escherichia coli; 
these organisms were uniformly susceptible 


SYMPOSIUM REPORT: 


ALTAFUR in surgical (soft tissue) infections 


to ALTAFUR in vitro. An insensitive strain of 
Pseudomonas aeruginosa was isolated from 
the single patient who failed to respond. 
ALTAFUR was given orally to 150 patients, 
the majority receiving 100 mg. four times 
daily.* Duration of treatment ranged from 
4 to 30 days, averaged 6 days. An experi- 
mental intravenous preparation of ALTAFUR 
was administered to’9 patients who could 
not take medication by mouth or whose con- 
dition warranted exceptionally high dosage. 
There was no clinical or laboratory evidence 
of toxicity in any case, and ALTAFUR was 
well tolerated by‘all but 1 of the 159 patients. 


Prigot, A.; Felix, A. J., and Mullins, S.: Paper presented at the Symposium on Antibacterial Therapy, 
Michigan and Wayne County Academies of General Practice, Detroit, September 12, 1959 (published Nov. 1959) 


*Experimental dosage (see ‘losage recommendations adjacent) 
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bright new star 


in the antibacterial firmament 


brand of furaltadone 


the first nitrofuran effective orally 


in systemic bacterial infections 


w Antimicrobial range encompasses the majority of common 
infections seen in everyday office practice and in the hospital 


Decisive bactericidal action against staphylococci, streptococci, 
pneumococci, coliforms 


# Sensitivity of staphylococci in vitro (including antibiotic- 
resistant strains) has approached 100% 


Development of significant bacterial resistance has 
not been encountered 


Low order of side effects 


Does not destroy normal intestinal flora nor encourage 
monilial overgrowth (little or no fecal excretion) 


Tablets of 50 mg. (pediatric) and 250 mg. (adult) 
Average adult dose: 250 mg. four times a day, with food or milk 
Pediatric dosage: 22-25 mg./Kg. (10-11.5 mg./lb. body weight daily 
in 4 divided doses 


CAUTION: The ingestion of alcohol in any form, medicinal 
or beverage, should be avoided during Altafur therapy. 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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transport and market the entire production of 
the 25 percent interest Texas Gulf has, along 
with Jersey and W. R. Grace & Co., in a 
6,000,000-acre concession in Libya, North 
Africa. Evidence indicates that petroleum de- 
mand in the free world is increasing at a far 
more rapid rate than in the United States, 
thus holding out the possibility that Texas Gulf 
will benefit from its Libya interest as well as 
from a stake it has in Peru, through a 76 
percent ownership of Transportes Ama- 
zonicos. 


Jones & Laughlin Steel Co.—It 

has a progressive management 

ae and has strengthened its compe- 
titive position through the appli- 

cation of modern techniques. It 
BY reports excellent progress in re- 
fa research of its stainless and strip 
division. It has recently entered the electrical 
steel business. For the first half of 1959 profits 
reached a new record of $5.31 a share against 
64 cents in the like period of 1958 but, be- 
cause of the strike, it had a loss of $2.16 a 
share in the third quarter last year. 


Allied Chemical Corporation—Its activities are 
still centered in basic heavy chemicals but 
through big research expenditures, now run- 
ning to more than $17,000,000 a year, it has 
broadened its sphere to include other items of 
promise, such as fuels and oxidizers for mis- 
siles and rockets, nylon, polythylene, fluorine 
chemicals, urethane foam plastics and nuclear 
energy. Last year’s earnings were penalized by 
the steel strike but despite this handicap they 
probably amounted to $5 a share or better. 
The company has taken on a new look from 
what it was a few years ago, and it is a prom- 
ising one. 


Lear, Inc.—The 1959 report is expected to 
show sales of $89,000,000 against $63,800,000 
in 1958 and the company previously estimated 
its profits at about $2,500,000, or $1 a share, 
against 68 cents shown the previous year. 


American Viscose Co.—Between $5.75 and 
$6 a share is expected when its 1959 report 


is made public, and this will compare with 
$2.83 in 1958. It is a leading rayon and 
cellophane producer and, with poly-propylene 
coming into production, it should show further 
improvement this year. The stock sells at a 
relatively low price/earnings ratio. 


Taylor Instruments Companies—Profit margin 
is good, witness the fact that despite lower 
sales for the fiscal year ended July 31, 1959, 
earnings of $1.84 a share compared with $1.26 
in the preceding fiscal period. This was a gain 
of 46 percent. New products introduced in 
the last three years account for 12 percent of 
its industrial sales and 22 percent of its con- 
sumer line. Substantial sales gains in the cur- 
rent fiscal year appear probable. 


National Biscuit Co.—lt is the largest in its 
field and has always been regarded as top 
grace, with a long record of stable earnings 
and dividend payments. It has no funded debt. 
Sales for 1959 are estimated at a record high 
of $430,000,000 with the probability of earn- 
ings of $3.70 a share against $3.18 in 1958. 


First National Stores—lt is the 
eighth largest food chain in the 
& country, with 543 stores of which 
346 are supermarkets. For the 
year to end next March 31 it will have opened 
or modernized an additional 35 stores. It is 
an expansion-minded company, yet it is the 
only one of the major food chains to have no 
funded debt or other security senior to its 
common stock. It is one of the few companies 
on the New York Steck Exchange that has 
consistently paid without reductions 
since 1928. Earning: trenciag upward, 
indicating thers >eoralization in 
the current divides«: of a vere. 


Johns Manville Corporation—-\\ de. 
proving its profit margin. Its wisi «ter 
report showed net of $1.01 a share against the 
91 cents in the like period of the previous year. 
The management is optimistic that this year 
will show further improvement in sales and 
profits despite the expected decline in residen- 
tial housing starts. 


MEDICAL TIMES 


€ 
are 
i | 


When hypertensive symptoms such as dizziness, 
headache and fainting are frequent enough and 
severe enough to interfere with your patient's activ- 
ity and safety—then it is time to consider the bene- 
ficial actions of Serpasil-Apresoline. Both Serpasil 
and Apresoline lower blood pressure. When the 
Serpasil-Apresoline combination tablet is prescribed, 
blood pressure response is even better. In addition, 
Serpasil contributes favorable calming and heart- 
slowing effects. Apresoline increases renal blood 
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flow, decreases cerebral vascular resistance and in- 
hibits the actions of humoral pressor agents. Com- 
bined with Serpasil, Apresoline is effective at a lower 
dosage, thus side effects are rarely a serious problem. 


SUPPLIED: Tablets #2 (standard-strength), each containing 0.2 mg. of Ser- 
pasil and 50 mg. of Apresoline. Tablets #1 (half-strength), each containing 
0.1 mg. of Serpasil and 25 mg. of Apresoline. Samples available on request. 


serpasil-Apresoline 


hydrochloride 
(reserpine and hydralazine hydzochloride CIBA) 


sumorr, NEw JERSEY 


- (WHEN BLOOD PRESSURE MUST COME DOWN... 7 
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CURRENT 
FINANCIAL 


LITERATURE 


SUBJECT 


Purex Corporation, Ltd. 
Leesona Corporation 
Harris-Intertype Corporation 
Chemical Industry Outlook 
Westinghouse Electric Corporation 
Radio Corp. of America 
The Southern Co. 

Spartan Industries 

Olin Mathieson Chemical 
Western Pacific Railroad Co. 
Lone Star Cement Co. 
Servel, Inc. 

Cincinnati Milling Machine Co. 
Fairchild Camera & Instruments 
Hunt Foods & Industries 
Heli-Coil Co. 

Crane Co. 

Greyhound Corporation 
Rockwell Manufacturing Co. 
Saco-Lowell Shops 

Dura Corporation 

Grocery Chains 

Piper Aircraft Corporation 
H. J. Heinz Co. 

Delta Air Lines, Inc. 

Alsco, Inc. 

Aeroquip Corporation 
Eastern Lime Corporatien 
Kaiser Industries Corporation 
Outlook in Oil 

Spiegel, Inc. 

International Nickel Co. 

H. J. Heinz Co. 

American Cyanamid Co. 
Future of Oil Securities 
Granite City Steel Co. 

Radio Corporation of Amer. 


Amer. Telephone & Telegraph Co. 


European Common Market 
Beatrice Foods, Inc. 

The Chemical Industry 

Walt Disney Productions 
Anderson, Clayton & Co. 
Brunswick-Balke-Collender Co. 
Chrysler Corporation 
Heublein, Inc. 

Chrysler Corporation 

Southern Natural Gas Co. 


Blyth & Co., Inc. 

Harris, Upham & Co. 
Harris, Upham & Co. 
Harris, Upham & Co. 

Carl M. Loeb Rhoades & Co. 
Carl M. Loeb Rhoades & Co. 
Carl M. Loeb Rhoades & Co. 
Hayden, Stone & Co. 
Hayden, Stone & Co. 
Hayden, Stone & Co. 
Hornblower & Weeks 
Hornblower & Weeks 

Halle & Stieglitz 

Halle & Stieglitz 

Halle & Stieglitz 

Evans & Co. 

Oppenheimer & Co. 

Alkow & Co., Inc. 
Schwabacher & Co. 

H. Hentz & Co. 

H. Hentz & Co. 

H. Hentz & Co. 

Shields & Co. 

Shields & Co. 

John H. Lewis & Co. 
Herzig, Farber & McKenna 
Walston & Co. 

Walston & Co. 

Jesup & Lamont 

Burnham & Co. 

Burnham & Co. 

Green, Ellis & Anderson 
Green, Ellis & Anderson 
Green, Ellis & Anderson 
Chace, Whiteside & Winslow 
Reynolds & Co. 

Eastman Dillon, Union Securities & Co. 
Laidlaw & Co. 

A. G. Becker & Co. 

Bache & Co. 

Bache & Co. 

W. E. Hutton & Co. 

W. E. Hutton & Co. 

W. E. Hutton & Co. 

A. M. Kidder & Co. 
Thomson & McKinnon 
Thomson & McKinnon 
Gude, Winmill & Co. 


Articles concerning the following industries and corporations are 
available on request from the firms indicated. You can do us a favor 
if you mention Medical Times as the source of your information. 


FIRM'S NEW YORK 
ADDRESS 


14 Wall St. 
120 Broadway 
120 Broadway 
120 Broadway 
42 Wall St. 
42 Wall St. 
42 Wall St. 
25 Broad St. 
25 Broad St. 
25 Broad St. 
40 Wall St. 
40 Wall St. 
52 Wall St. 
52 Wall St. 
52 Wall St. 
300 Park Ave. 
25 Broad St. 


63 Wall St. 
50 Broadway 
74 Wall St. 
74 Wall St. 
26 Broadway 
15 Broad St. 
15 Broad St. 
61 Broadway 
61 Broadway 
61 Broadway 
67 Wall St. 
120 Broadway 
15 Broad St. 
25 Broad St. 
60 Broadway 
36 Wall St. 
36 Wall St. 
14 Wall St. 
14 Wall St. 
14 Wall St. 
One Wall St. 
2 Broadway 
2 Broadway 
One Wall St. 
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72 Wall St. 
72 Wall St. 
72 Wall St. 
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44 Wall St. 


when head colds 


chest colds 


Novahistine-DH’* 


LIQUID 


controls cough spasm and decongests air passages. Novahistine combined with dihydro- 
codeinone relieves respiratory congestion and controls useless, exhausting cough. And the 
delicious grape flavor of Novahistine-DH makes it appealing to both adults and children. Each 
5 cc. teaspoonful contains: phenylephrine HCI, 10 mg.; prophenpyridamine maleate 12.5 mg.; 
dihydrocodeinone bitartrate, 1.66 mg.; chloroform, approx. 13.5 mg., and I-menthol, 1 mg. 
Exempt narcotic. @ And for all-day or all-night relief-—two long-acting Novahistine-DH Cough Tablets 
will quiet cough and relieve bronchial congestion for 8 to 12 hours. 


PITMAN-M@ORE COMPANY + DIVISION-OF ALLIED LABORATORIES; INC. « INDIANAPOLIS 6, INDIANA 
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an opportunity to attend professional meetings. 


TRAVEL TAILORED 
for thee PHYSICIAN 


Trafalgar Square on bright day. 


British Travel Association 


Here are two outstanding tours to Europe during 
the 1960 season. Planned for the doctor and 
his family, they combine a first-class trip with 


Pin months from now 


thousands of Americans will head for Europe 
by ship and plane. The mass exodus begins in 
the spring and reaches a peak in July. Many 
of these travelers, perhaps more than ever 
before, will be members of special interest 
tours. 

This type of tour is geared to the profes- 
sional or avocational interest of the traveler, 
and it combines this interest with a planned 
travel program. Thus the physician can com- 
bine attendance at professional meetings with 
a pleasant trip for himself and family. 


Two Tours 


Two such tours which should be of interest 
to the family physician are scheduled for the 
spring and summer of 1960. Each combines 
a professional meeting with an interesting 
itinerary. The meetings are: 
@ World Health Assembly, Geneva, Switz- 
land, May 3, 1960 

@ International Congress of Internal Medi- 
cine, Basle, Switzerland, August 24-27, 
1960 

The first tour, which includes the World 
Health Assembly, leaves New York on April 
20 and returns May 31. The second departs 
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Helps you keep your patient 
on your diet 


DOES MORE THAN CURB APPETITE... 
ALSO RELIEVES TENSIONS OF DIETING 


AN EXTENSIVE SURVEY shows that in 68% of over- 
weight persons there is an emotional basis for failure 
to limit food intake.’ Appetrol has been formulated to 
help you overcome this problem and to keep your 
overweight patient on your diet. 


THIS NEW ANORECTIC does more than give you 
dextro-amphetamine to curb your patient’s appetite. 


It also gives you Miltown to relieve the tensions of 
dieting which undermine her will power. 


IN PRESCRIBING APPETROL, you will find that your 
patient is relaxed and more easily managed so that 
she will stay on the diet you prescribe. 


Usual dosage: 1 or 2 tablets one-half to 1 hour before meals. 


Each tablet contains: 5 mg. dextro-amphetamine sulfate and 
400 mg. Miltown (meprobamate, Wallace). 


Available: Bottles of 50 pink, scored tablets. 


1. Kotkov, B.: Group psychotherapy with the obese. Paper read 
before The Academy of Psychosomatic Medicine, October 1958. 


ppetrol 


DEXTRO-AMPHETAMINE + MILTOWN® 


i) WALLACE LABORATORIES / New Brunswick, N. J. 


| New!...f trol | 
ew!...lor appetite control | 
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Market day at Basle City Hall square. 


CITY ON THE RHINE 


Basle, Switzerland, where the Inter- 
national Congress of Internal Medicine 
will meet in August, 1960, is an ancient 
city and the second largest in the country. 
Situated on a bend of the Rhine, it com- 
mands a unique position at the inter- 
secting point of three countries, Ger- 
many, France and Switzerland. 

Although 2000 years of history have 
elapsed since its founding, the city has 
remained young in outlook, and has the 
quality of making guests feel very much 
at home. With a population of over 
200,000, Basle is an economic, industrial 
and cultural center. 

Chemicals is one of its most important 
industries. It also is the site of four major 
ethical pharmaceutical houses: Ciba, 
Geigy, Roche, Sandoz. 

Its cultural assets include art museums, 
historical museums, historic buildings, 
a sports museum, museum of pharmacy, 
and many others. Theaters, fine restau- 
rants and hotels are other inducements 
for the traveler. 


Old sections contrast with the new in Basle. 


from New York on August 10 and returns 
September 20. 

These dates apply only if you elect to go 
by ship. By flying you can cut eight days’ 
travel time from either tour. 

Each of the tours is designed to give you 
and your family a comprehensive view of the 
outstanding attractions in England and on the 
Continent. For exam- 
ple, the spring tour 
takes you from Lon- 
don to Brussels, Bel- 
gium; Paris and Nice, 
France; Geneva, 
Switzerland; Rome, 
Florence and Venice, 
Italy; Vienna, Austria; 
Munich, Oberammer- 
gau, Heidelberg and 
Cologne, Germany. If 
traveling by ship, you 
would leave from 
Cherbourg on May 
26. 


View of historic Munster 
The itinery of the Church in Basle. 


summer tour is essen- 


tially the same. The main difference is a stop 
at Basle, Switzerland, instead of Geneva. This 
is to permit attendance at the International 
Congress of Internal Medicine, at Basle. — 

Basle is of added interest to the physician 
as it is the site of the home offices and labora- 
tories of four leading ethical pharmaceutical 
houses: Ciba, Geigy, Roche, Sandoz. It would 
be an easy matter to arrange for visits with 
these companies. 

Similarly, if there are hospitals or research 
centers in any of the countries on the tour that 
you would like to visit, the tour operators will 
be glad to assist you in making the necessary 
arrangements. 


Tour Operators 

Having had long experience in handling this 
type of tour, the operators—Special Interest 
Tours, Inc., of Syracuse, N. Y. — have the 
necessary European contacts to set up visits 
which would be of professional interest to you. 
This is one of their functions—they do not 
Continued on page 154a 
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Orabiotic’ 


antibiotic/analgesic 
CHEWING GUM TROCHES 


The remarkable efficacy 

of ORABIOTIC in controlling 

infection and preventing 

secondary hemorrhage has been 

confirmed in hundreds 

of post-tor sille ctom\ patie! ts. 


thr 
In sore nroa.u, oo, 


ORABIOTIC pro\y les prompt, 


na 


elle iS 


ger 


ntidbacteriail therapy In acute 
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oropharyngeal muscles increases 


Topical ar 
relieve local discomfort. 
EACH TROCHE CONTAI 


NS: 


ror 


(propyl p-ami 


DOSAGE: One troche q.i.d. 
SUPPLIED: I: 


3. Clin. Med. 4:699, June, 1957. 


Always—A Useful Adjunct 
to Systemic Treatment 


WHITE LABORATORIES, INC. (qo) 
KENILWORTH, NEW JERSEY J 


these areas moist and clean. 
controlin 
infections &5 mg Neomycin (from sulfate), 
References: 1. E.E.N.T. Mo. 
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STOPPED 


ROMILAR CE raises the cough-reflex thresh- 
old in 15 to 30 minutes and sustains relief for 
as long as six hours—without undue side 
effects, without narcotic hazards or complica- 
tions. ROMILAR CF treats the entire cough and 
cold complex: dextromethorphan (ROMILAR) 
controls the cough, chlorpheniramine com- 
bats allergic manifestations, phenylephrine 
reduces nasal and bronchial congestion, 
N-acetyl-p-aminophenol relieves headache and 
myalgia and reduces fever. Infection, allergy, 
bronchitis, excessive smoking — whatever 
the cause, prescribe ROMILAR CF for cough. 


For convenient use away from home, also 
available in capsule form. 
When only the specific antitussive action of dextromethor- 


phan is indicated, prescribe ROMILAR—Syrup, Tablets or 
Expectorant. 


Romilar® Hydrobromide—brand of dextromethorphan hydrobromide. 


ROMILAR 


the complete treatment for cough and other cold symptoms 
"SYRUP P 


ROCHE LABorATORIES « Division of Hoffmann-La Roche Inc e Nutley 10, N.J. 
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A WORLD CENTER 


Geneva has long been known as an 
“international” center, the traditional site 
for parleys between nations. It is the seat 
of the European headquarters of the 
United Nations and the International Red 
Cross. Thus it is fitting that the World 
Health Assembly will hold its meeting 
in Geneva next May. 


Geneva: Street scene at Mont Blanc Bridge and a view from the lake. 


Geneva is located at the western ena 
of Lake Geneva, making it an ideal vaca- 
tion center. Mont-Blanc raises Europe's 
highest peak on the skyline only 50 miles 
away. Elegant hotels, restaurants second 
to none, nightclubs, the historic lanes 
of Old City, the smart shops—these all 
add pleasure to a stay in this city. 


Photos pages !50a, 154a: Swiss National Tourist Office 


merely arrange for transportation and hotel 
space. 


Outstanding Attraction 

An outstanding feature of both tours is a 
visit to Oberammergau, Germany, the town in 
the Bavarian Alps that is famous for its Passion 
Play. Presented only once each decade, this 
‘spectacle is regarded as the top event sched- 
uled for the 1960 season. 

The play is an undertaking that involves 
almost all of the inhabitants of the picturesque 
Bavarian town. There are 152 speaking roles, 
and the actors are chosen by the 24 village 
electors. This drama has no counterpart else- 
where. 

As stated earlier, this type of tour makes it 
possible to travel with other people of similar 
interests. Another distinct advantage is that 
the responsibility of timing and making 
arrangements is taken from your shoulders. 


154a 


The most popular sightseeing tours within 
cities and into the countryside are all part 
of your overall tour. You do not have to 
arrange for these and you do not have to pay 
extra. 

For instance, on the summer tour, during 
your stop at Nice you take a half-day drive 
to Monte Carlo to see the Mediterranean at 
its best, the Palace, the Oceanographic Museum 
and the fabled Casino. Part of the drive is 
through quaint towns, part along a road which 
clings to mountains overlooking the Mediter- 
ranean. 

If you should want to make either tour 
independently — just you and your family — 
this can be arranged. 


First-Class Travel 


The ship designated for crossing the Atlantic 
is the Cunard Lines’ Queen Mary. (Or you 
Continued on page 158a 
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HYPERTENSION 


“When chlorothiazide is used, lower and, hence, less 
toxic dosages of other antihypertensive agents become 
effective in controlling blood pressure. Chlorothiazide 
does not reduce blood pressure in normotensive 
subjects, although the drug induces the same 

increase in salt excretion.” 


Freis, E.D.: J.A.M.A. 169:105, (Jan. 10) 1959. 


Dosage: One 250 mg. tablet DIURIL b.i.d. to 
one 500 mg. tablet DIURIL t.i.d. 


Te 


continuing 
and consistently 


outstanding record 


safety and 
efficacy 


Supplied: 250 mg. and 500 mg. scored tablets DIURIL 
(Chlorothiazide). DIURIL is a trademark of Merck & Co., Inc. 
Additional information is available to the physician on request. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 


©1959 Merck & Co., INC. 
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now! liquid 
etracycline in 
premeasured 
doses 


‘ 


Phosphate Potentiated Tetracycline Aqueous Drops 


pressu 


‘SUMYCIN’® AND "PRESSULES’ ARE SQUIBB 


| 
4-3 


ENT she cant b: 
Gaby géts all of the dose you préseribe. 
«the patient may Be to: 

ysician .. the on! 
premeasured rotraeye 


Stine for oral use . . no leftover 
doses .. no economical . prescribe 


the amount Pressule delivers 1 ec. 
of an aqueous SaPMeyeuMe Suspension, potentiated with 
potassium metaphosph @t@peenciously flavored with mixed 
fruits. This dose L00eme. of tetracycline (HE) 
equivalent). DosacE eressule q.i.d. for an ave 


young & 


1 to 5 year old. Infalisaaiidi@haldren should receive 10 to 


* 


20 mg. of tetracycline /lb. of body weight. Thus for a child 
weighing from 20 to 40 pounds, one Pressule q.i.d. will be 
sufficient for the vast majority of infections. For children 
weighing more than 40 pounds, give 2 or more Sumycin 
Pressules q.i.d., according to body weight, or Sumycin 
Syrup. For infants under 20 pounds, administer Sumycin 
Aqueous Drops. sUpPLIED: Sumycin Syrup, a fruit flavored 
aqueous suspension, buffered with potassium metaphos- 
phate, containing tetracycline equivalent to 125 mg. tet- 
racycline HCI per 5 cc., and Sumycin Aqueous Drops, a 
fruit flavored aqueous suspension, buffered with potassium 
metaphosphate, containing tetracycline equivalent to 100 
mg. tetracycline HC] per cc.. Squiss 


=», Squibb Quality — the 


Priceless Ingredient 


: 
. 
: 
: 
j 
= 
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SUPPOSITORIES 
and comfort 


rescribe 


EDICONE 
2225. Varick Street — York 14, N. 


can go by plane, as mentioned earlier.) Rail 
and boat transportation in Europe is all first 
class, with taxi service provided to and from 
air and rail terminals. 

@ Hotel accommodations for these tours 
are designated “superior.” This means not 
only hotels with outstanding reputations, such 
as the Hotel Grosvenor House in London or 
the Palace in Brussels, but excellent rooms 
with private bath. 

@ Your choice of travel crossing the At- 
lantic determines the price of the tour. Com- 
plete rates for either tour are as follows: 

First class steamship accommodations, 
$1835. 

Cabin class steamship accommodations, 
$1595. 

First class air travel, $2050. 

Economy class air travel, $1611. 

@ If these tours interest you, it is advised 
that you do not delay in contacting the tour 
operators. Seasoned travelers will tell you 
that bookings to Europe are not easy to get 
when the prime travel season draws near, and 
that the superior hotels are the first to be 
booked solid. 


For Further Information 


If you would like more information about 
these tours, write: 

Special Interest Tours, Inc. 

Dept. MT 

Onondaga Hotel Building 

Syracuse 2, N. Y. 


TO OUR READERS: You are avid travelers 
—as statistics show—taking trips for pleasure 
and relaxation as well as to attend profes- 
sional meetings in this country and abroad. 
In addition, you often prescribe travel for 
your patients. Thus, the purpose of this depart- 
ment is to give you concise, practical informa- 
tion about one of your strong interests—travel. 
As a special service, this section will carry 
each month a calendar of important forthcom- 
ing national and international medical meetings. 
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A listing of important national 


and international medica! conferences 


- 
ae 


THETIC 
ASTRINGENT 
ANTISEPTIC 


Calendar 
of Meetings 


JANUARY 
Hollywood-by-the-Sea, Fla. American Acad- 
emy of Allergy, Jan. 11-13. Contact: Mr. 


James O. Kelley, 756 N. Milwaukee St., Mil- 
waukee 2, Wis. 


Nassau, Bahamas. Bahamas Medical Serendi- 
pity Conference, Jan. 17-30. Contact: Dr. B. 
Frank, P. O. Box 4037, Fort Lauderdale, Fla. 


Miami Beach, Fla. Pan American Conference ne 
on Infertility, Jan. 10-14. Contact: Dr. Max- Sere 
well Roland, 109-23 71st Road, Forest Hills, 


FEBRUARY 
Miami Beach, Fla. American College of Aller- 
gists, Feb. 28-Mar. 5. Contact: Mr. Eloi 


Bauers, 2160 Rand Tower, Minneapolis 2, 
Minn. 


MARCH 
Nassau, Bahamas. First Bahamas Allergy 
Conference, Mar. 5-12. Contact: Dr. B. L. 
Frank, P.O. Box 4037, Fort Lauderdale, Fla. 


APRIL 
New York, N. Y. International Anatomical 
Congress, April 11-16. Contact: Dr. D. W. 
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Fawcett, Dept. of Anatomy, Cornell University 
Medical College, 1300 York Avenue, New 
York 21, N. Y. 


San Francisco, Cal. American College of Phy- 
sicians, April 4-9. Contact: Mr. E. R. Love- 
land, 4200 Pine St., Philadelphia 4, Pa. 


Nassau, Bahamas. Bahamas Medical Confer- 
ence, April 1-14. Contact: Dr. B. L. Frank, 
P.O. Box 4037, Fort Lauderdale, Fla. 


MAY 
Geneva, Switzerland. World Health Assembly, 
May 3. Contact: World Health Organization, 
Palais des Nations, Geneva. 


Rome, Italy. Congress of the International 
College of Surgeons, May 15-18. Contact: 
Dr. Max Thorek, 850 W. Irving Park Rd., 
Chicago, Ill. 


Mexico City, Mex. Pan-American Medical 
Association Congress, May 2-11. Contact: Dr. 
Joseph J. Eller, 745 Fifth Avenue, New York 
22, 


JUNE 
Miami Beach, Fla. American Medical Asso- 
ciation, Annual Meeting, June 13-17. Contact: 
Dr. F. J. L. Blasingame, 535 Norti Dearborn 
St., Chicago 10, Ill. 


JULY 


Stockholm, Sweden. International Congress 
Against Alcoholism, July 31-Aug. 5. Contact: 
Dr. Archer Tongue. Case Gare 49, Lausanne, 
Switzerland. 


New York, N. Y. International Congress on 
Occupational Health, July 25-29. Contact: 
Dr. Leo Wade, 15 West Sist St., New York, 
aah 


Bahia, Brazil. Pan American Tuberculosis 
Congress, July 10-10. Contact: Prof. Fernando 
D. Gomez, 26 de Marzo, 1065, Montevideo, 
Uruguay. 


AUGUST 
Basle, Switzerland. International Congress of 
Internal Medicine, Aug. 24-27. Contact: 
Secretariat, Sixth International Congress for 
Internal Medicine, 13, Steinentorstre, Basle, 
Switzerland. 
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too busy to give herself 


the special care she meeds 


Vitamins and minerals, Mead Johnson 


a prenatal supplement especially for the multiparat tablets 


Convenient one-tablet-a-day dosage 

Circumstances often combine to increase the multipara’s 
chances of diet deficiency. With children to care for, 

she uses more energy, yet may not take the time to 
replenish it by eating properly. In addition, her store 

of nutrients may have been depleted by previous 
pregnancies. The result, as one study® of over 1,000 
obstetrical patients has shown, is a greater tendency 
toward anemia among multiparas, 


Statistics show... 


primigravidas 24 per cent anemic* 
multiparas 36.8 per cent anemic* 


Natalins Comprehensive tablets have been formulated 
to meet this need—by supplying generous amounts 


of iron (40 mg. per tablet), ascorbic acid (100 mg. per 
tablet), calcium (250 mg. per tablet) and nine other 
significant vitamins and minerals. It naturally follows 
that this formulation will be more than adequate 

for the primigravida as well. 


also available NATALINS® Basic tablets 


Vitamins and minerals, Mead Johnson 
supplying four basic vitamins and minerals 


* Traylor, J, B., and Torpin, R.: Am. J. Obst. & Gynec. 6/:71-74 Jan.) 1951. 


{Projected estimate from data of U.S. Office of Vital Statistics indicated 


that 3 out of 4 births in 1958 were to multiparas. 


\ Mead Johnson 


Symbol of service in medicine 


| 


WHEN THE TECHNIQUE 
CALLS FOR A DIAPHRAGM... 


the trend is toward the 
NEW 


DIAPHRAGM Worth 


Six reasons why physicians 
are recommending Koro-Flex 


1. Ease of insertion, auto- 
matic placement. 

2. Reduces physician's fit- 
ting, instruction periods. 

3. Develops patients’ confi- 
dence. 

4. Folds behind pubic bone 
with suction-like action, 
forming an effective barrier. 


5. Locks in spermicidal lu- 
bricant, delivers it directly 
under and next to the os 
uteri. 


6. Simple to remove. 


KORO-FLEX (contouring) Diaphragm ac- 
ceptable, not only where ordinary coil- 
spring diaphragms are indicated but 
for Fiat rim (Mensinga) type as well. 
Suggest the convenient-economical 
KORO-FLEX COMPACT 60-95 mm 


Feminine Clutch-style 
bag with zipper 
closure. 

Diaphragm, 

tube KOROMEX 

Jelly (3 02.) 

Cream (1 

02. trial size). 


KORO 


CONTOURING SPR 


Available in all prescription pharma- 
cies. Write for descriptive literature. 
The coil spring diaphragm is available 
in the Koromex Compact. 


tate 


HOLLAND-RANTOS CO., INC. 
Manufacturers of KOROMEX Products 
145 Hudson Street, New York 13, N. Y. 
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ANEMIA 
; DUE TO 
MENORRHAGIA 
‘ another indication for Iberol potent antianemia therapy 


plus the complete B-complex 


doxine Hydr 
m Pantothe 


“ABBOTT Ascorbic Acid... 


‘The Right Amount of fronts 


EVERYTHING ON HER MIND BUT 
HER DANDRUFF ( “42% Lit) 


Strange how many patients catalog their ills (real and imagined) from day to day, yet never 


mention their dandruff to their doctor. They'll tell everybody else about it, but they just don’t 
think of a scaly scalp as a medical problem. And so they scratch and suffer and suffer and scratch, 
and make one costly experiment after another. That’s why a word from you (if you can get one 


in)—and a prescription for Selsun—will probably be appreciated. 


SE LSUN SUSPENSION 
an ethical answer to a medical problem ae at 


(Selenium Sulfide, Abbott ) 


© 1960—asesorr LABORATORIES, NORTH CHICAGO, ILL. 001013 


" 
. 


simple dosa 


Indications: Nardil is indicated in the office treat- 
ment of all mild to severe depressions; in those 
related to childbirth, menopause, old age, or those 
caused by stress situations; when there is a past 
history of depressed periods, and in depressions 
associated with chronic diseases such as angina 
pectoris and rheumatoid arthritis. 


Dosage: One tablet three times a day. 
The above dosage should be maintained until 
remission of symptoms is achieved which may re- 
quire 2 to 6 weeks. Dosage should then be reduced 
to a maintenance level of one or two tablets a day. 
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of 100. 


the true antidepressant 


rapidly effective 
antidepressant response often within a 


few days; complete remission within 2-6 weeks, 
in 4 out of 5 patients.’ 


corrective 
removes mild-to-severe depressions 
and anxiety-tension fatigue rather than 
merely masking the symptoms as do 
tranquilizers, CNS stimulants or sedatives.’ 


safe 
in 3 years of rigorous clinical trials and in 
thousands of recorded caves to date, 
there have been no significant reports of 
toxicity to liver, kidneys or blood and 
side effects have been only occasional or mild.'* 


ge schedule: 
1 tablet 3 times a day. 


Supplied: 15 mg. orange-coated tablets, bottles 


References: 1. Sainz, A.: The Phrenopraxic Activity of a Non- 


noxious Antidepressant, Ann. New York Acad. Sc 


. 80:780, Art. 3 


(Sept. 17) 1959. 2. Thal, N.: Cumulative Index of Antidepressant 
Medications, Dis. Nerv. System 20:197 (May, Pt. 1) 1959. 3. Saun- 


ders, J. C.; Roukema, R. W.; Kline, N. S., and 
Bailey, S. d’A.: Clinical Results with Phenel- 
zine, Am. J. Psychiat. 116:71 (July) 1959. 
4. Arnow, L. E.: Phenelzine: A Therap 
Agent for Mental BDupranien, Clinical Med. 
6:1573 (Sept.) 1959. 5S. Dickel, H. A.; Dixon, 
H. H.; Shanklin, J. G., and Dixon, H. H., Jr.: 
Tension Fatigue States: Treatment with Phenel- 
zine, Clinical Med. 6:1579 (Sept.) 1959. 


MORRIS PLAINS. WY. 
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MODERN THERAPEUTICS 


New therapies and significant clinical investigations 


abstracted from other journals. 


The Problem of 
Blood Donor Disqualifications 

“Records on 22,675 persons who presented 
themselves to donate blood at the John Elliott 
Blood Bank of Dade County, Miami, Florida, 
in the year October 1956, through September 
1957, show that 21.1% were medically un- 
acceptable. Disqualifications for low hemo- 
globin levels (10.9%) exceeded all other 
causes combined. Hemoglobin deficiency 
among the Caucasian men in the sample oc- 
curred in approximately one-third the relative 
frequency determined for either the Caucasian 
women or Negro men. (No data are presented 
for Negro women. ) 

With respect to both male categories the 
hemoglobin disqualification percentages pro- 
ceeded upward with increasing age to 29 years 
and then continued to rise but at declining 
rates to the excludable blood donor age of 
60 years; this tendency was illustratively dem- 
onstrated for the men who presented them- 
selves to donate blood for the first time. The 
corresponding percentages for Caucasian 
women tended to vary within comparatively 
narrow limits; nevertheless, the disqualifica- 
tions were relatively more numerous between 
30 and 46 years than at older and younger 
ages. 

Disqualifications of the men for low hemo- 
globin levels were relatively more numerous in 


the summer months, this tendency being quite 
pronounced for Negroes. In all categories the 
disqualifications of individuals who had given 
blood previously were relatively fewer than 
those of the first-timers, owing to the factors 
of attrition and self-screening.” 


LLOYD R. NEWHOUSER and GEORGE W. HERVEY 
The Am. J. of the Med. Sciences (1959) 
Vol. 237, No. 2, P. 216 


The Use of Neomycin in Hepatic Coma 
“Clinical experience with the use of neo- 
mycin in the management of hepatic coma has 
been reviewed. In a series of 22 patients re- 
ceiving neomycin, 11 survived and 9 others 
improved prior to death. Dietary protein in vary- 
ing amounts was administered from the begin- 
ning of neomycin therapy to 18 patients. Three 
others who were bleeding were presumed to 
have protein in the intestinal tract at the time 
of initiation of therapy. No significant differ- 
ence in survival rate was observed between 
patients receiving more than 25 gm. of protein 
and those receiving less than 25 gm. An un- 
favorable prognosis in these patients was found 
to be associated with increasing depth of coma 
after therapy was initiated and with the pres- 

ence of jaundice.” 

WILLIAM W. FALOON and CURTIS J. FISHER 
Arch. Int. Med. (1959) Vol. 103, No. 1 P. 52 
Continued on page 166a 
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new 


300 mg CAPSULES 


A good night’s sleep can be described in many ways, but “natural” comes closest to 
the kind of sound, refreshing sleep your patients will enjoy when you prescribe new 
NOLUupDAR 300. Prompt action ...unsurpassed safety ...6 to 8 hours of undisturbed 
rest... and a cheerful awakening without “hangover”—such is the quality of sleep with 
NoLupar. Well tolerated, non-barbiturate, non-addictive, virtually ied of even minor 
side reactions. DOSAGE: Adults—One 300-mg : 

capsule before retiring. Also available 

in 200-mg tablets for gentle hypnotic 

effect and 50-mg for daytime sedation. 


NOLUDAR®— brand of methyprylon 


# 


ROCHE LABORATORIES - Division of Hoffmann-La Roche Inc- Nutley 10, New Jersey 
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to NORMALIZE 
bowel function 


L. A: Formula 


It has been shown! that the colon 
resumes a more normal peristaltic 
pattern’? when it is supplied with 
a stool of medium soft consis- 
tency of sufficient bulk,’ especial- 
ly if the indigestible portion of 
that bulk consists primarily of 
hemicellulose.* To provide 
smooth bulk—L. A. Formula— 
effective,> palatable, economical. 
1. Dolkart, Dentler & Barrow, Ill. 
Med..J., 90:286, 1946 

2. Adler, "Atkinson & Ivy, Am.J. 
Digest.Dis. 8:197, 1941 

Wozasek Steigman, Am.J. 
Digest.Dis. 9:423, 1942 


. Williams & Olmstead, Ann. Int. 
Med. 10: ete 1936 
Cass & 


Gastroenterology, 
20:149, 1952. 


*Abbreviation for the Latin “Levis 
Amplitudo”, meaning smooth bulk. 


A 


YOUR PATIENTS WILL 
APPRECIATE THE MODEST COST! 


made since 1932 by 
BURTON, PARSONS & COMPANY 


Oniginators of 
Fine Aydaaphilic Colloids 


Washington 9, D. C. 


MODERN THERAPEUTICS—Continued 


Current Views on Wilson’s Disease 
“Treatment of hepatolenticular degeneration 
is at present confined to removing copper from 
the body or to reducing its absorption from 
the intestine. Of the available ‘decoppering’ 
agents, dimercaprol (Bal) is the cheapest and 
most readily obtainable, but it has many un- 
wanted side reactions; penicillamine is the 
most powerful and, so far, is without recorded 
toxic reactions, but it is expensive and its value 
in long-term treatment has yet to be fully 


assessed.” 


J. M. WALSHE 
Arch. Int. Med. (1959) Vol. 103, No. 1, P. 159 


Treatment of Pernicious Anemia with 
Oral Administration of Vitamin B.. 


“Fourteen patients with pernicious anemia, 
2 patients with total gastrectomy and | patient 
with malabsorption syndrome were treated with 
orally administered vitamin B,,. in doses of 50 
microgm. three times daily for periods of two 
to thirty-four months. 

Complete hematologic and clinical remis- 
sions were induced in 11 patients with perni- 
cious anemia, 1 patient with total gastrectomy 
and 1 patient with malabsorption syndrome. 
Responses to the therapy in the remaining 4 
patients were excellent, but not optimal. 

Neurologic deficits of varying degree were 
present in 6 patients. These disappeared or 
were partially corrected in 5 patients and 
were unaltered by therapy in the other. 

Normal levels of serum vitamin B,. were 
reached in 3 patients with pernicious anemia 
and in 2 patients with total gastrectomy. The 
serum vitamin B,, remained at subnormal lev- 
els in the remaining 12 patients. 

These results are regarded as agreeing with 
the concept that the absorption of large doses 
of vitamin B,,. is not dependent on the presence 
of intrinsic factor.” 


EUGENE A. BRODY, M.D., SOLOMON ESTREN, 
M.D., and LOUIS R. WASSERMAN, M.D. 

The New Eng. J. of Med. (1959) 

Vol. 260, No. 8, P. 366 


Continued on page 170a 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


(meprobamate) now available 


in 400 mg. continuous release capsules as 


JUST ONE CAPSULE LASTS ALL DAY 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 
Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 
Mepfrospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


8)°WALLACE LABORATORIES, New Brunswick, N. 7. 


CME-8426 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


WHY IS DIABETES IN INFANTS 
SO DIFFICULT TO DIAGNOSE? 


Because of the infrequency of the disease in 
this age group, its sudden onset, the profusion 
of inconsistent presenting symptoms, and be- 
cause the accompanying symptoms of anorexia 
and vomiting are also characteristic symptoms 
of many other ills of infancy. 

*Source: Traisman, H. S.; Boehm, J. J., and Newcomb, 
A. L.: Diabetes 8:289, 1959. 

for those pediatric puzzlers...“A routine urinalysis 
and blood: sugar should be done whenever the 
possibility of diagnosing diabetes is entertained.”* 
the standardized urine-sugar test for reliable quantitative estimations 


== COLOR-CALIBRATED 
CLINITEST® 


BRAND Reagent Tablets 


DIABETES MELLITUS AT AGES 1 TO 5 


Order of Frequency of Presenting Symptoms in 110 
Patients 

No. of 
Symptoms Patients 
Polyuria 93 
Polydipsia 89 
Weight loss 47 
Polyphagia 28 
Anorexia 16 
Lethargy 14 
Enuresis 
Vomiting 
Irritability 
“Craving for sweets” 
“Sticky diaper” 
“Strong odor to urine” 
Glycosuria 
Hypoglycemia 
Personality change 
Boils 
Headache 
Abdominal cramps 


Per cent of 
total group 
84.5 

81.0 

42.7 

25.4 

14.5 

. 12.7 

6.4 

45 

2.7 


~ 


Adapted from Traisman, H. S.; 
comb, A. L.* 


Boehm, J. J., and New 


« full-color calibration, clear-cut color changes 


tablished “plus” system covers entire critical range 


standard blue-to-orange spectrum 
« standardized, laboratory-controlled color scale 
¢ “urine-sugar profile” graph for closer control 
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hyhertensive 
tatients 

__ prefer 
Singoserp: 


It spares them from the usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing 
hypertension, although the daily dosage required is higher than that of reserpine. Severe 
side-effects are infrequent, and this attribute of syrosingopine is its chief advantage over 


other Rauwolfia preparations. The drug appears useful in the management of patients with 
essential hypertension.”* 


*Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (April 4) 1959. 


(syrosingopine CIBA) 


First drug to try in new hypertensive patients 
First drug to add in hypertensive patients already on medication 


suppuiep: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 
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CHELATED -like the iron of hemoglobin 


... Clinically confirmed as an effective hematinic’ 
...With a built-in molecular barrier against 

g.i. intolerance and systemic toxicity."* Permits 
administration on empty stomach for greater iron 
uptake... safeguards children against the 
growing problem of accidental iron poisoning.** 


TRADEMARK BRAND OF FERROCHOLINATE® 


GOOD TASTING DOSAGE FORMS FOR EVERY AGE GROUP 
ALL SAFE TO HAVE AROUND THE HOME 


CHEL-IRON Tablets: each tablet provides equiv. 40 mg. elemental iron. 


CHEL-IRON Pediatric Drops: equiv. 25 mg. elemental iron per cc. 
as delivered by accompanying calibrated dropper. 


CHEL-IRON Liquid: for children past the ‘‘drop-dose” stage, 
equiv. 50 mg. elemental iron per teaspoonful (5 cc.). 


Also available: CHEL-IRON PLUS Tablets—chelated iron plus Biz, 


folic acid, other B vitamins, and C. 


|. Franklin, M., et al.: Chelate Iron Therapy, J.A.M.A. 166-1685, 1958. 

2. A.M.A. Council on Drugs: New and Nonofficia! Drugs, J.A.M.A. 171 :891, 1959. 
3. A.M.A. © ittee on Toxicology: Accidental Iron Poisoning in Children 
J.A.M.A. 170:676, 19959. 


KINNEY & COMPANY, INC. Columbus, Indiana 
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lets your stopped-up patient breathe again 


Of the more than 200 nasal preparations available today only Biomydrin 
Nasal Spray contains an exclusive mucolytic agent which speeds the medi- 
cation to affected tissue sites. Biomydrin is anti-inflammatory, anti-infective 
and decongestant — opens air passages, lets stopped-up patients breathe 
again — with no tolerance, no sensitization, no rebound congestion. 


Biomydrin 


nasal spray /drops 


@10-mso1 


DON 


WOUND 


Modern saluretics may seem to have made un- 
limited salt intake possible for cardiac and 
hypertensive patients. Yet despite the improve- 
ments in diuretic therapy, sodium restriction 
is still important in the prophylaxis of edema. 
The wise physician does not add needlessly to 
the burden of his patient, nor test unneces- 
sarily the power of the drugs he prescribes. It 
makes good sense to him to prescribe DIASAL 
—which looks, tastes and flavors food exactly 
like salt . . . but is sodium free. 


Diasal contains potassium chloride, glutamic acid and 
inert ingredients. Supplied in shakers and 8 oz. bottles. 


sodium-free salt substitute 


E. Fougera & Co., Inc. * Hicksville, New York 


MODERN THERAPEUTICS—Continued 


Hypertension in the Negroid and Bantu 
“A study among Negro and Bantu in-patients 
reveals that hypertension and its complica- 
tions are a common cause of admission and 
that these cases carry a high mortality. Females 
are more often affected than males. Renal 
disease is a common underlying cause. Com- 
pared with the European, hypertension presents 
at a similar age, but is more serious in the 
female, and the cause of death is more evenly 
distributed between heart failure, cerebrospinal 
accidents and uremia. Endocrine causes are 
rare. Electrocardiographic changes are found 
commonly even among the milder cases.” 


B. N. FRASER 
Brit. Med. J. (1959), 1:763-64 


Social Patterns of 
Road Accidents to Children 


“In the investigation of some of the newer 
health problems—of which road accidents is 
an example—there is a need for studies which 
lie between the large-scale epidemiological sur- 
vey and the small sociological inquiry. Such 
family studies are likely to find a place in the 
investigation of associations between ill-health 
and personal habits, diet, maternal care, leisure 
pursuits, etc. For a variety of reasons they 
must rely upon the use of unsophisticated 
measures and techniques, and are thus only a 
prelude to further and more methodologically 
exact social-medical inquiry. Their findings 
often serve merely to confirm what might be 
guessed at by any reasonable observer. This 
study of 101 families in which a healthy child 
has survived a road accident suggests that 
their vulnerability was associated with one or 
more of the following characteristics (shown 
significantly less often by a matched control 
series): there was illness, either maternal or 
elsewhere in the household, and more serious 
illness; there was maternal preoccupation of 
some kind—for example, with outside work, 
with other children, or with pregnancy. The 

Continued on page 176a 
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asthmatic...but symptom-free All day long, on 
the job or off, Tedral protects most asthmatic patients from bronchospasm, 
mucous congestion and the fear and embarrassment of recurrent seizures. 
One Tedral tablet, taken at the first sign of attack, blocks the acute phase. 
For prophylaxis, most patients can be effectively, safely and economically 


maintained in symptom-free security on just 1 or 2 Tedral tablets q.i.d. 


TEDRAL 


TE-MS-01 the dependable antiasthmatic MORRIS PLAINS, Ws.) 
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| | _ prompt symptomatic relief plus defense against secondary invaders 


provides these therapeutic actions: 


PREVENTS SECONDARY BACTERIAL INFECTIONS 


Madribon (125 mg per capsule), the low dosage sulfonamide, avoids 
infections which may complicate the common cold 


REDUCES FEVER AND RELIEVES HEADACHE 


An analgesic-antipyretic, N-acetyl-p-aminophenol (120 mg)... considered 
the active metabolite of acetophenetidin. .. reduces fever, relieves head- 
ache, myalgia, and other discomforts associated with acute respiratory 
disorders 


MADRIBON®—2,4-dimethoxy-6-sul ido-1,3-diazine 
THEPHORIN® Tartrate—brand of phenindamine tartrate 


MADRICIDIN'-*- 
ROCHE® 


RELIEVES ALLERGY-LIKE CONGESTIONS 


An antihistamine, Thephorin tartrate (10 mg) . . . with low incidence of 
side effects, relieves not only allergy-like congestion but also the sneez- 
ing and lacrimation which so often accompany respiratory infections 


ALLAYS DROWSINESS AND FATIGUE 


A direct-acting physislogical stimulant, caffeine (30 mg) helps combat 
the “dragged out” feeling of the patient with a common cold 


| ROCHE LABORATORIES 
Division of Hoffmann-La Roche inc. 
ES) Nutiey 10, N. J. 
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vulnerable family was more crowded, and it 
did not provide protection during play or even 
elementary play facilities. 

Overlapping of these factors was small in 
amount, and family and maternal illness, pre- 
occupation of mother, play facilities, and pro- 
tection during play appear to be independent 
and important. Crowding (though significantly 
associated with accidents) appeared less im- 
portant and less likely than other factors to 
be directly associated with accidents. Sibship 
size, birth rank, spacing, and age structure of 
family did not distinguish significantly between 
accident and control, nor did the intelligence 
of the index child or a history of other acci- 
dents in the family. The associations de- 
scribed were stronger with the younger chil- 
dren. A rating of local schools suggested that 
accident children are to be found more often 
than might be expected among schools where 
parental standards are said to be generally 
rather low.” 


E. MAURICE BACKETT and A. M. JOHNSTON 
Brit. Med. J. (1959) 1:412 


A New Anticoagulant—Liquamar 
Liquamar, a new coumarin derivative, has a 
therapeutic action 10 to 25 times that of its 
parent substance. It has received more inten- 
sive investigation in Europe than in the United 
States. The authors report on using the drug 
in connection with 111 patients for short-term 
oral anticoagulant therapy; all had been hos- 
pitalized because of acute vascular disease. The 
prothrombin time test was performed accord- 
ing to the Quick one-stage technique, and the 
results were reported in seconds, the normal 
control time being from 12 to 14 seconds. An 
initial prothrombin time was obtained for each 
patient, after which a loading dose of Liqua- 
mar was given. A suitable loading dose is 
one that produces a satisfactory prolongation 
of the prothrombin time within the shortest 
period of time with a minimum risk of over- 
shooting and bleeding. Experience has sug- 
gested that a 30-mg. dose meets these require- 
ments. Of the 111 patients, 77.3 percent 
showed a prophylactic or therapeutic response 
Continued on page 180a 
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(active 
ingredient 


AEROSOL 
P RAY 


In prepping procedures, quick, easy-to-use 
BETADINE AEROSOL SPRAY assures un- 
excelled topical pathogenicidal activity with 
maximum surgical acceptance and patient 
comfort. It eliminates microbial colony trans- 
fers, minimizes insult to denuded areas, 
maintains sterile field throughout operation, 
covers body crevices, and saves time. 


established in 1905 
TAILBY-NASON CO., INC., DOVER, DELAWARE 


BETADINE 


LASTS 


HOURS 


BETADINE AEROSOL SPRAY kills bac- 
teria, fungi, yeasts, protozoa, and viruses on 
contact; it is effective against resistant organ- 
isms including Staph. aureus, and will ‘not 
lead to the development of resistant strains on 
prolonged use. ; : 


BETADINE AEROSOL SPRAY, a povidone 
iodine complex spray, provides all-the germi- 
cidal properties of elemental iodine, yet is 
nonirritating, nonsensitizing, and nontoxic to 
skin or mucosa.'* 


BETADINE AEROSOL SPRAY supplied: in 3-ounce bottle. 


same pathogenicidal properties also available in BETADINE 
ANTISEPTIC SOLUTION in 8-oz., 16-0z., and galion 
for office and hospital use. 


1. SHELANSKI, H.A., AND SHELANSKI, M.V.: POLYVINYLPYRROLIDONE- 
IODINE STUDIES THROUGH 1951, PERSONAL COMMUNICATIONS, GAF, INC. 
2. SHELANSKI, H.A., AND SHELANSKI, M.V.: J. INTERNAT. COLL. SUR- 
GEONS 25:727, 1956. 3. GERSHENFELD, L.: AM. J. SURG. 94:938, 1957. 
4. BOGASH, R.C.: BULL. AM. SOC. HOSPITAL PHARMACISTS VOL. 13 (MAY- 
JUNE) 1956. 5. GARNES, A.L.; DAVIDSON, E.; TAYLOR, L.E.; FELIX, 
A.J.; SHIDLOVSKY, B.A., AND PRIGOT, A.; AM, J, SURG, 97:49, 1959, 
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The patient, L.J., age 40, carried with him throughout the day 
a burden of worries, doubts and fears. 


At time of consultation, his blood pressure was 180/120 
mm. Hg. He was particularly nervous about the effect his 


condition might have on his job, his future, his home and 
family life. 


Thorough physical examination, including EKG, renal function, 
examination of ocular fundi, and a test to rule out pheochro- 
mocytoma, disclosed nothing of importance. 


Diagnosis: essential hypertension. 
Treatment: Serpasil 0.25 mg. q.i.d. 


| | 
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With Serpasil, L. J. is better able to deal with his every- 
day problems. One month after starting therapy, his 
blood pressure has decreased to 120/90 and has 
remained steady on reduced dosage (0.25 mg. b.i.d.). 


Physician's Comment: “In addition to its favorable 
influence on his blood pressure, Serpasil improved this 
patient’s emotional problems. The only side effect has 
been a slight degree of sleepiness.” 


SUPPLIED: Tablets, 0.1 mg., 0.25 
mg. (scored) and 1 mg. (scored). 
Complimentary supply on request. 


B.A 


SUMMIT~> NEW JERSEY 


ANXIETY: A PRIME FACTOR 
IN HYPERTENSION 


Wilfred Dorfman, M.D., F.A.C.P. 
President, Academy of Psychosomatic Medicine 
Assistant Attending Physician, 

Dept. of Medicine, Maimonides Hospital of Brooklyn 
Senior Psychiatrist, Brooklyn State Hospital 
Clinical Instructor in Psychiatry, 

New York School of Psychiatry 


My experience, and it is not unique, indicates that emo- 
tional factors play a vital role in the pathogenesis, symp- 
tomatology, prognosis and treatment of hypertension. 


Anxiety, for example, can produce vasoconstriction, 
thereby raising blood pressure. And anxiety-induced 
blood pressure elevations that are transient in the late 
teens and early twenties frequently become sustained 
in the forties and fifties. 


Hypertension “symptoms” such as headache, dizziness 
and fatigue (which often are not directly related to the 
level of the blood pressure) may actually stem from 
unresolved tension, as may associated symptoms like 
tachycardia, excessive perspiration and cold hands and 
feet. For the most part, high blood pressure patients are 
not — as popular conceptions would have us believe — 
bellicose, expansive individuals. Aggressive they may 
be, but their aggressive impulses are, characteristically, 
turned inward. Clinically one usually finds they are 
too tranquil, too self-controlled. Beneath their placid 
exteriors lie tensions that may well be responsible for 
much of their symptomatology. 


Emotions affect prognosis in hypertension, too. It ap- 
pears that acute psychic stress is one of the triggers that 
suddenly sets off the malignant phase in patients whose 
hypertension has run a long benign course. 


How to “Listen” for Anxiety 


Because of its multiple effects, it is important to assess 
the degree of anxiety in the hypertensive patient. What 
he says and how he says it are significant indicators. 
Here are some of the things to listen for: Is the patient’s 
speech too rapid, incessant, occasionally incoherent? Is 
his story disorganized? Does he relate multiple somatic 
complaints, which follow no known disease pattern? 
Does he flit from one symptom to another without 
pause, or does he elaborate on each in infinite detail? 
Does he reveal feelings of panic which are associated 
with his symptoms? 


These are all signs suggestive of anxiety. By being alert 
for them the physician becomes more sensitive to his 
patient’s needs. Thus he will avoid casual, inadvertent 
remarks which in anxious, over-reactive hypertensives 
may be prejudicial. Equally important, he will be able 
to plan a therapeutic program that will control his 
patient’s anxiety-induced symptoms as well as his high 
blood pressure. 
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In Acne 


TUCKS 


soft cotton flannel pads saturated with 
witch hazel (50%) and glycerine (10%), 
DH about 4.6 


answers a 
dermatologic and an 
emotional need 


Cleansing, solvent, mildly astringent 
TUCKS provides a new and valuable 
therapeutic aid for the treatment of acne. 
At home in their handy jars, or al school 
in the moisture-tight plastic envelope 
provided, soothing Tucks pads promote 
the thorough skin care indispensable to 
the successful treatment of acne. 
Always ready for use, TUCKS en- 
courages cleanliness when used as finger 
shields for expressing comedones. 


Please send me a sample supply of TUCKS. | 
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within an average of 42 hours after the 30- 
mg. loading dose of Liquamar. An additional 
average maintenance dose of 6.4 mg. increased 
the incidence of protection to 88 percent of 
the patients when tested 66 hours after admin- 
istration of the loading dose. Four episodes 
of frank bleeding occurred in the series, an 
incidence of 3.6 percent. The bleeding showed 
a gross hematuria. All patients recovered 
without complications or sequelae. It appears 
to the authors that Liquamar is a safe anti- 
coagulant, and that its use is accompanied by a 
low risk of hemorrhage. The report concludes 
that Liquamar produces a more satisfactory, 
smoother, and less complicated state of blood 
hypocoagulability than that obtained with other 
anticoagulants. 


HERMAN GOLD, M_D. et al. 
J.A.M.A. (1959), Vol. 170, No. 11, P. 1303 


Reversible Amyotrophy Complicating 
Treatment with Fludrocortisone 

“In searching for a cause to explain the 
muscular weakness, various factors were con- 
sidered. Myopathy can follow excessive potas- 
sium loss, and in view of the long-continued 
administration of a strong mineralocorticoid 
this seems to provide a possible explanation. 
The serum-potassium and electrocardiogram 
were both normal, however, which appeared to 
exclude this hypothesis. Thyrotoxic myopathy 
also seemed to be ruled out by the normal basal 
metabolic-rate and by the absence of clinical 
evidence of thyrotoxicosis. The possibility that 
the amyotrophy might be the result of the 
steroid diabetes was considered. Diabetic 
amyotrophy has been fully described by Gar- 
land (1955) and may occur early in the dis- 
ease. In Garland’s patients the electromyo- 
graph gave varying results but in some the 
lesion did, as here, appear to lie in the region 
of the anterior horn cells. While most of his 
cases were considerably olcer than our patient, 


Continued on page 182a 
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| FROM MARKED IMPROVEMENT |, 
to COMPLETE GONTROL 
of GRAND M&E SEIZURES 


wide margin of Safety 


CLINICAL EVALUATION OF 486 
EPILEPTIC PATIENTS* SHOWED THAT: 


In patients who had received no previous 
anticonvulsant medication, 
“Mysoline” therapy alone provided marked 
improvement to complete control of major motor 
attacks in the majority of patients. 


In patients only partially controlled with maximum 
dosages of other anticonvulsants, 
the addition of “Mysoline” therapy was followed by 
marked improvement to complete control of grand 
mal attacks in 39% of the patients. 


In patients refractory to maximum dosages 
of other anticonvulsants, 
“Mysoline” employed alone provided marked 
improvement to complete control of major motor 
attacks in 34% of the patients. 


In 39 patients with mixed seizures, 
“Mysoline” provided improvement to marked control 
in 49% of the patients. 

The dramatic results obtained with “Mysoline” advocate 
its use as first choice of effective and safe therapy 

in the control of grand mal and psychomotor attacks. 
Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
Literature on request. 
*Livingston, S., and Petersen, D.: New England J. Med. 254:327 
(Feb. 16) 1956. 


PAVERS “LABORATORIES 


New York 16, N. Y. Montreal, Canada 


% “Myealing” is available in the United States by arrangement with Imperial Chemical Industries, ‘Ltd. 
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MODERN THERAPEUTICS—Continued 


the youngest was 47. Furthermore, the paraly- 
sis was reversible and improvement did not 
always begin immediately the blood-sugar was 
controlled. In our patient, however, rapid de- 
terioration continued during the first month in 
hospital in spite of considerable improvement 
in the glycosuria, and so other possible xteo- 
logical factors had to be considered. 

At a meeting of the Heberden Society 
(Lancet 1958) it was reported that triamcino- 
lone had caused excessive loss of muscle-tissue 
giving rise to the clinical appearance of a myo- 
pathy. As triamcinolone (9-alpha-fluoro-16- 
hydroxy-prednisolone) resembles fludrocorti- 
sone in possessing a fluorine atom in the 9- 
alpha position in the steroid nucleus, it oc- 
curred to us that fludrocortisone might be re- 
sponsible for the muscular paralysis and this 


steroid was withdrawn on Nov. 7, 1958. Rapid 
and dramatic improvement was obvious within 
three days and seems to provide strong evi- 
dence that this steroid as playing a major part 
in producing the amyotrophy. As improve- 
ment began while the patient was receiving an 
additional 125 mg. of oral cortisone daily in 
place of 0.4 mg. of fludrocortisone, there was 
no reduction in the dose of glucocorticoid ad- 
ministered at this time. Although muscular 
paralysis does not appear to be a direct effect 
of fluorine intoxication, it seems possible that 
the presence of a fluorine atom in the 9-alpha 
position in the steroid nucleus may confer this 
side-effect upon the compound so formed.” 


KENNETH MACLEAN and PETER H. SCHURR 
The Lancet (1959), 1:702-03 
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..a camera equal in quality to your finest 


MIRANDA ‘C’, the parallax-free single-lens reflex camera with fully automatic lenses, has every convenience 


surgical tools, yet priced surprisingly 


feature: fast 50mm f/1.9 lens; instant-return mirror; speeds up to 1/1000th; plus a full complement of acces- 
sories. Provides natural, full-color photo-records for general practitioners, dermatologists, orthopedists, etc. 
Write for FREE booklet on MIRANDA PHOTOGRAPHY, Dept. MT 
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We've come a long way since— to staunch the flow of blood—Galen dipped a 
sponge in asphalt, placed it on the bleeding point, and set it on fire to form a 
crust and stop hemorrhage. To check P 
hemorrhage today the safe, proved KOAGAM IN 
method! - No untoward reaction ever reported—even after millions of doses 
«Acts directly upon the clotting mechanism—effective in less than 30 min- 
utes «Controls bleeding of any systemic origin—usually with just one injection 
e Most economical hemostatic for routine use—costs less per injection, re- 
quires fewer injections « KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. diaphragm-stoppered vials. 


CHATHAM PHARMACEUTICALS, INC « NEWARK 2, NEW JERSEY Calhan) 


Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 
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Routine cleansing with pHisoHex augments 
standard acne therapy. ‘‘No patient failed to 
improve.” pHisoHex helps check the infec- 
tion factor in acne. Used exclusively and fre- 
quently, it will keep the skin surface virtually 
sterile. Contains 3 per cent hexachlorophene. 


(antibacterial detergent, nonalkaline, nonirritating, hypoallergenic) 


ips the balance for superior results 


LABORATORIES 
1. Hodges, F.T.: New York 18, N.Y. 
GP 14:86, Nov., 1956. (1323-6) 
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Micturition Syncope 


“Syncope occurring during or after urina- 
tion encountered in 7 men is described. The 
initial episodes usually occurred when the 
patients were young, and attacks were infre- 
quent. Syncope occurred after the patients had 
been lying down before arising to urinate. 

It is believed that syncope results from the 
circulatory effects of Valsalva’s maneuver per- 
formed while the patient is urinating, at a time 
when the venous return to the heart and the 
peripheral arterial resistance are low.” 


WILLIAM L. PROUDFIT 

and MARIO ENRIQUE FORTEZA 
The New Eng. J. Med. (1959) 
Vol. 260, No. 7, P. 330 


Fibre Composition of Hospital Dust 


“All samples of airborne dust collected in 
three hospitals consisted essentially of cel- 
lulose fibres. Very few wool fibres could be 
found. Most samples subjected to bacterio- 
logical examination contained coagulase-posi- 
tive Staphylococcus aureus. This suggests the 
cross-infection with Staph. aureus is primarily 
due to transfer of the bacteria by some agency 
other than fluff from blankets, and that there- 
fore replacement of wool blankets with those 
made from other textile fibres, or the applica- 
tion of an oiling technique to blankets only, is 
unlikely to reduce cross-infection.” 


T. A. PRESSLEY 
The Lancet (1958), Il, 713 


Treatment of Primary Priapism 
With Arfonad 

“The successful treatment of primary pria- 
pism in one patient with intravenous trimetha- 
phan camphorsulfonate is reported. After re- 
covery the patient was sexually potent, a result 
which cannot be anticipated when the disease 
is treated by other available forms of therapy. 
No pharmacological explanation is supplied, 
but it is suggested that direct vasodilatation 
may correct the venous impedance suspected 


to be a contributing factor in the disease.” 


AARON HARDY ULM 
The J. of Urology (1959) Vol. 81, No. 2, P. 293 
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PRONEMIA minimizes the chance of inad- Each capsule contains: 
‘ Vitamin with AUTRINIC® 


equate or irregular hemoglobin response due se 

to forgotten or “skipped” doses . . . or inter- SL : 2 U.S.P. Oral Units 
ruption of therapy because of intolerance. ed. : Ferrous Fumarate 

Iron (as Fumarate) 
Fulfills patient preference for a comfortable, es Laer : Ascorbic Acid (C) 
easily remembered, anti-anemia regimen. Folic Acid 

j i! j j Also available in adapted formulas as 
Provides a full dai of improved iron, FALVIN® Hematinic (2-a-day) and 
ferrous fumarate, in a single capsule — ex- z See PERIHEMIN® Hematinic (3-a-day). 


cellently tolerated and remarkably efficient. 


only one-capsule-a- day 


PRO 


Hematinic Lederie 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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NEWS AND NOTES 


Selected items of current interest from the fields of medical 


research and education. 


Medical Times’ Sam in Record Space Flight 


Just 22 days after his portrait graced the November cover of MEDICAL 
TIMES, Sam, the space monkey, completed a record-breaking rocket flight 
55 miles into space. 

The 7% pound, 30-month-old rhesus monkey was the first animal 


passenger to test the special biopack space capsule designed and con- 
structed at the USAF School of Aviation Medicine, Brooks Air Force 


Base, Texas. The capsule, a prototype of the one-ton mercury rocket 
which will carry the first American astronaut into space, was equipped 
with instruments to record Sam’s reactions to various phases of the space 
shot. The information obtained was said by Air Force officials to be 
significant in man’s progress toward space travel. —Continued on 188a 


Sam's suit, (left) worn during flight in Little 
Joe rocket, is shaped to fit body of primate 
and lined with special plastic foam. Mesh net held 
Sam during rigors of acceleration and decelera- 
tion. Seat and capsule were designed by School 
of Aviation Medicine scientists, and built by 
School engineers and workmen. In center pic- 


ture, Dr. Lynn Brown (left), and James Wicker, 
members of School of Aviation Medicine's staff, 
place Sam in chair designed by the School. At 
right, Sam checks out in a trainer. Primate was 
trained to respond to a flashing light by pulling 
control stick, permitting scientists to determine 
his state of orientation during stages of flight. 


—United States Air Force 
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sore steroid to the Simm 


OL 
phrine® and Neomy 


SeELTRASOL provides its steroid component in true solution—a defi- 
fapewuc bene since in pure solution more Of the steroid is immediately 
je inflamed nagal mucosa. 
motion of the prednisolone 2aephosphate is reinforced by 
it fast and prolonged ection—and neomycin to 


Prednsolone 2) -phosphaie Propadrine®, Pheny 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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NEWS AND NOTES—Continued 


Sam, already distinguished among his fur- 
bearing friends, since his MEDICAL TIMES’ 
cover appearance, now has attained a perma- 
nent place as a hero to monkeys the world 
over—including Russia. 

How Asout SAM? Following his rocket 
flight and world-wide publicity, Sam Space, Jr. 
is doing nicely, thank you. How did we anti- 
cipate Sam’s December flight in our November 
cover? Art Director Steve Dohanos was eva- 
sive and Sam wasn’t talking! —ED 


STEADY... 


—National Aeronautics and Space Administration 


IN THE PICTURES — Sam blasts off the pad at 
Wallops Station, Va., in a Little Joe rocket, on 
the way to a 13-minute, 200 mile flight which 
reached a top velocity of 3600 mph. One hour 
and 44 minutes after launching, Sam's Project 
Mercury-type capsule was expertly plucked from 
Atlantic waters by specially trained crewmen of 
Navy destroyer U.S.S. Borie. Anxious moments 
later, biopack was opened and the pioneering 
primate peeked out, unscathed. 


—United States Navy 
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The Sub-clinical Child 


According to Donald E. P. Smith, Associate 
Professor of Education at the University of 
Michigan, some children’s reading difficulties 
may stem from abnormal body chemistry. 
Some children who appear normal cannot be 
taught to read even though they seem to have 
-adequate intelligence, vision, personality, and 
are anxious to learn. It was noted that chil- 
dren have certain perceptual problems in com- 
mon, and these were traced back to neuro- 
chemical processes in the body, and finally to 
the endocrine control of those processes. 

The investigators conducted a series of stud- 
ies on the influence of drugs on the perceptual 
behaviors involved in the reading process. 
Two common problems among these children 
are poor utilization of thyroid hormone and of 
calcium it was found. The typical child whose 
system does not use calcium efficiently usually 
has rather poor vision, hearing, and reading 
problems including muscle spasms of the eye. 
Such a child, if placed on a small dosage of a 
substance high in calcium, has been found to 
show marked improvement in memory and 
visual accuracy at the end of two weeks. Dr. 
Smith termed his clients sub-clinical problems. 
They are sufficiently healthy, but have enough 
of a disturbance to influence attention, learn- 
ing, retention, visual control, perceptual tasks 
and social behavior. 


Lemuel R. Cleveland 


A leading parasitologist known for his de- 
tailed observations of protozoa, retired this 
year from Harvard University. For 30 years, 
Lemuel R. Cleveland, Professor of Biology, has 
studied the remarkable partnership between 
the wood-eating roach and the microscopic one- 
celled animals which live in its intestine. His 
investigations have shed light not only on an 
interesting relationship in the animal world, 
but on the general problem of how living cells 
differentiate. 

Prof. Cleveland found that termites are un- 
able to digest the wood they eat, but depend 
on protozoa living in their intestine to break 
down the tough cellulose fibres in the wood. 

Continued on the following page 
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for therapy 
of overweight patients 


+ d-amphetamine 
depresses appetite and elevates mood 


meprobamate 


eases tensions of dieting 
(yet without overstimulation, insomnia 
or barbiturate hangover ) 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


is a logical combination in appetite control 


Each coated tablet (pink) contains: meprobamote. ne sulfate, 5 mg. 
Dosage: One tablet one-half to one hour before each mea 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New Yorw 
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To see if this held true for wood-eating roaches, 
he investigated the roaches living in a log 
about 100 yards from his laboratory at Moun- 
tain Lake in Virginia, and discovered that this 
insect harbors seven families, 12 genera, and 
27 specics of protozoa, most of which digest 
wood for their host in exchange for free room 
and board. He noticed the similarity between 
the intestinal protozoa of the roacl and ter- 
mite, and showed that termites evolved from 
roaches several million years ago. 

He next turned his attention to how the 
newly-hatched roach becomes infected with the 
protozoa. A restraining valve in the hind-gut 
of the adult insect prevents the loss of protozoa 
from the intestine, except during the annual 
molting period when the roach discards its 
hind-gut along with the restraining valve. Pel- 
lets passed by molting roaches at this time are 
full of protozoa. Since the breeding season is 
three to six weeks before the height of the 
molting period, the roach eggs hatch about the 
time the adults are shedding their external 
skeietons, and the young become infected by 
eating the pellets full of protozoa. 

In the molting process, another event which 
Prof. Cleveland studied has implications tow- 
ard the general problem of how living cells 
differentiate into specialized types. Ordinarily 
the protozoa in the roach reproduce by the 
simple process of cell-splitting. But during the 
molting season, molt-controlling hormones se- 
creted from the brain of the roach cause the 
protozoa to change their method of cell divi- 
sion. Now each protozoa divides into two dif- 
ferent cells, male and female, followed by sex- 
ual reproduction. This was the first demon- 
stration that secretions from one animal can 
convert cells of another animal into sexual 
cells. In recent vears, the Professor has con- 
tinued to study the peculiar relationship be- 
tween the wood-cating roach and its protozoa, 
to find out what he can about the origin and 
evolution of the sexual process and cell dif- 
ferentiation in general. 

Continued on page 192a 
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In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 


spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 


50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy’s trademark for phenylbutazone—Reg. U. S. Pat. Off. 


new 


prednisone-phenylbutazone, Geigy 


Geigy Ardsley, New York 
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Food Radioactive Research 
Must Be Continued 

Radioactivity in food now presents no dan- 
gers, but research in the field must continue, 
especially as the peacetime use of nuclear 
energy increases said a Cornell researcher. 

In a report prepared for the American Med- 
ical Association’s Council on Foods and Nutri- 
tion, appearing in the J.A.M.A. Cyril L. Co- 
mar, Ph.D., said environmental contamination 
now existing is due almost entirely to fall-out 
from nuclear weapons. 

Eventually the contamination may be in- 
creased by such peacetime activities as mining 
of uranium and thorium ore and fuel process- 
ing; reactor installations in power plants, sub- 
marines, ships and aircraft, and radioisotopic 
applications in medicine, industry and agri- 
culture. 


The relative hazard of radioactive material 
is governed by several factors, Dr. Comar said. 
These include the amount released into the 
environment; the length of time the radio- 
activity lasts in certain materials; efficiency of 
transfer through the food chain to the human 
diet; the degree of absorption by the body, and 
the length of time the material is retained in 
the body. 

According to these criteria, the radioisotopes 
from fall-out which are of the greatest concern 
are iodine, barium, strontium and cesium. 
Those of iodine and barium are relatively short- 
lived, while those of strontium and cesium re- 
tain their radioactivity for a long time. 

Radioactive contaminants are transferred to 
man by specific pathways through the food 
chains, Dr. Comar said. For instance, barium- 


Continued on page 194a 
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vaginal mucosa in postmenopausal patients 
can be stimulated locally with 


to restore the integrity of atrophied, 
friable tissues, and lower the vaginal pH 
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environment which 


-cobjugated estrogens (equine) 
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No fights, no battles now at vitamin time because children love to chew DELECTAVITES. These delectable, 
easily chewable chocolate nuggets supply all essential vitamins as well as minerals so necessary 
during the years of growth. As soon as children can chew, they can do directly from vitamin drops to 
DELECTAVITES. And now you can be sure your little patients will continue to take their vitamins. 


DELECTABLE, CHEWABLE, CHOCOLATE-LIKE VITAMIN-MINERAL NUGGETS (777) WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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140 goes from the atmosphere to vegetation, 
to cattle, to milk, to man. 

Strontium, cesium and iodine have slightly 
more complicated pathways, including soil and 
meat products. 

The importance of the various pathways de- 
rends on many factors, such as the composi- 
tion of the soil and the nature of plant cover. 
A heavy root mat will tend to trap fall-out 
strontium and delay its reaching the soil, while 
at the same time permitting absorption into 
the plant from the base of the stem. 

The agricultural management of crops and 
livestock, which includes the plowing depth, 
fertilizer practice, and type of feeding em- 
ployed, is another factor. 

It appears that the present contamination of 
diets originates mainly from surface contami- 
nation rather than from the soil reservoir. 

This soil reservoir will be an increasingly 
important source of contamination, even if 
nuclear tests are stopped, Dr. Comar said. 


The present contamination will spread into the 
ground and persist there. This is especially 
true of strontium and cesium, which retain 
their radioactivity for long periods. 

Thus close checking of dietary levels of 
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radioisotopes and research to understand their 
possible effects on man must be continued in- 
definitely, Dr. Comar concluded. 

He is director of the laboratory of radiation 
biology in the department of physiology at 
New York State Veterinary College, Cornell 
University, Ithaca, N. Y. 


Prolonged Sleeplessness May 
Precipitate Mental Illness 


Prolonged insomnia may be the precipitating 
factor in some cases of schizophrenia, three 
Salt Lake City physicians have suggested. 

Many agitated persons on the brink of a 
psychotic break suffer from severe insomnia 
and a few pass through a prolonged period of 
wakefulness as a schizophrenic process unfolds, 
the doctors wrote in the Archives of Neurology 
and Psychiatry. 

Their interest in sleep deprivation and its 
relation to schizophrenia was aroused when 
two patients underwent serious emotional dis- 
turbances, culminating in prolonged periods of 
insomnia, followed by outright psychotic 
attacks. 

Both patients were “racked with intense psy- 
chological pain and overwhelmed by seemingly 
insoluble problems. Both failed to sleep for 
several days, emotionally isolated themselves, 
and became psychotic,” the doctors said. In 
each case, the schizophrenic episode was brief 
and the patients recovered rapidly with treat- 
ment. 

To learn more about sleeplessness the doc- 
tors conducted several tests. Seven medical 
students were kept awake for 72 hours in a 
friendly, social situation; four students were 
given LSD-25, a drug which will produce hallu- 
cinations when given in the correct amount, 
after being awake for 48 hours, and one stu- 
dent was studied extensively for changes in 
metabolism after being fed a balanced diet for 
a week and then kept awake for 72 hours. 

Some of the findings of the tests follow: 

Continued on page 196a 
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tense 
and 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


meprobamate (Wallace) 


Fy) WALLACE LABORATORIES / New Brunswick, N. J. 
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MUSCLE STIFFNESS 


Rew way LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


to relieve pain 


WHIPLASH INJURY 
BURSITIS 


and stiffness 


SPRAINS 


an MUSE les TENOSYNOVITIS 


and joints FIBROMYOSITIS 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 


© 
FIBROSITIS 
LOW BACK PAIN 
DISC SYNDROME 
SPRAINED BACK : 
“TIGHT NECK” 
: d 
3 
AS 


® Exhibits unusual analgesic properties, different from those 
of any other drug Specific and superior in relief of SOMAtic pain 
® Modifies central perception of pain without abolishing natural 


defense reflexes  Relaxes abnormal tension of skeletal muscle 


3-propanediol dicarbamate 


® More specific than salicylates ™ Less drastic than steroids 


® More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies-central pain 
perception without abolishing peripheral pain reflexes. SoA is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with previously used analgesic, sedative or relax- 
ant drugs. 

SoA also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, bloed pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy, particularly on high dosage. 


EASY TO use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


suppuieo: Bottles of 50 white coated 350 mg. tablets. 
Literature and samples on request. 


WW WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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IN CHRONIC BRONCHITIS, 


ASTHMA AND EMPHYSEMA 


CHOLEDYL 


brand of oxtriphylline 


betters breathing, forestalls the crisis 


Choledyl—the choline salt of theophylline 
_—improves pulmonary function, betters 
breathing, forestalls the crisis...is basic in 
any prophylactic regimen. A pure broncho- 
dilator, Choledyl is free of sedative and 
sympathomimetic effects ...Choledyl pro- 


duces up to 75% higher theophylline blood 
levels than does oral 


NEWS AND NOTES—Continued 


hallucinations. 


aminophylline... does 
not cause gastric irrita- 
tion or drug fastness...is 
ideal for long-term use. 
Usual adult dose: 200 


mg. q.i.d. 


MORRIS PLAINS, N.J. 


—Even when deprived of sleep, the seven 


/men could mobilize their intellectual facilities 


when confronted with learning tests of short 
duration. However, their informal behavior 


reflected intellectual deterioration. They forgot 
their fellow-participants’ names; they were con- 


fused about what they had said in casual con- 
versation, and they were unable to give clear 
resumes of their thoughts. 

—A “drive test” in which the men were 


_asked to grade their preference for items in- 


volving sex, food, sleep, exercise, intellectual 


activity, and hostile behavior, showed that a 
desire for sleep became prominent. 


A less 
expected finding was a persistent and sustained 
interest in food and sex. 

—As the test progressed, the students lost 
their ability to judge the passage of time cor- 
rectly. To some, time became a “hodge- 
podge,” with the hours fleeting by, but the 
days lasting endlessly. 

—tThe pattern of sleepiness followed the 
normal night-day cycle. The students tended 
to be less sleepy during the hours they were 
accustomed to being awake and more sleepy 
late at night and early in the morning, when 
they were usually asleep. 

—The four students who received LSD-25 
(lysergic acid diethylamide) after 48 hours of 
wakefulness developed hallucinations, even 
though they had all previously received similar 
amounts of the drug and had not experienced 
It thus appears that sleep de- 
rivation enhances the disruptive effects of LSD- 
25 on the human ego. 

—The metabolic study showed that 72 hours 
of sleeplessness had no effect on the normal 
chemical functioning of the body. 

—The various psychological changes (hal- 
lucinations, motor incoordination, and confu- 
sion).experieticed by the seven students were 
inconstant and came in waves, coinciding with 
periods of intense somnolence. They probably 
represented states when the subjects were 
“asleep on their feet.” 


Continued on page 198a 
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when creepers 
become toddlers fe 
it’s time 
to change them to 


Vi-Sol” 
chewable tablets 
or teaspoon vitamins 


Vi-Sol chewable tablets and teaspoon 
vitamins, specifically formulated 
for the child over two, are the 
logical continuation of vitamin supplementation 
at the end of the “baby” period. 

They'll know a good thing when you prescribe... 
DECA-VI-SOL,® 10 significant vitamins, 
POLY-VI-SOL,® 6 essential vitamins. 

Chewable tablets with fruit-like flavors, 
dissolve easily in the mouth... 

no swallowing problem... 

no vitamin aftertaste or odor... 

no carbohydrates which tend to 

promote dentai caries. 

Teaspoon vitamins, delicious, orange flavored, 
that children take readily. 


\ Mead Johnson 


Symbol of service in medicine 


EVANSVILLE 2t, 87260 
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a 
logical 
combination 
for 
appetite suppression 


meprobamate plus d-amphetamine 


... Suppresses appetite ... elevates mood 
... reduces tension . . . without insomnia, 
overstimulation, or barbiturate hangover. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


150,000 PHYSICIANS. 
~~ THE WORLD OVER DEPEND ON 
THE INTEGRITY BEHIND THIS NAME | 


BIRTCHER 


|  CARDIOGRAPH CARDIOSCOPE 

| DEFIBRILLATOR ~—HEARTPACER 

| ELECTROSURGICAL UNITS 

~HOSPITAL-CLINIC-OFFICE 
ULTRASONICS DIATHERMY 
INFRARED ULTRAVIOLET 

GALVANIC UNITS 

ECTROMUSCLE STIMULAT 

THE VIBRABATH 
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The doctors said that no subject became 
psychotic. “One can only infer that if these 
changes were to occur in someone who was 
also profoundly anxious and deprived of group 
support, more serious psychopathological 
sequelae [consequences] might result,” they 
said. 

While the observations are not conclusive, 


| they do suggest that prolonged sleep depriva- 
| tion may be “a critical factor in the precipita- 


tion of a few schizophrenic illnesses,” the doc- 
tors concluded. 

The authors are Drs. Eugene L. Bliss, Lin- 
coln D. Clark and Charles D. West of the 
departments of psychiatry, biochemistry and 
medicine at the University of Utah College of 
Medicine and the Veterans Administration 
Hospital, Salt Lake City. 


Training of Hospital Personnel 

A unique plan in the training of hospital 
personnel, believed to be the first of its type in 
the world, will get underway at North Caro- 
lina Memorial Hospital in 1960. Dr. Robert 
R. Cadmus, Director of the Hospital, has just 
returned from Panama, where he discussed the 
training program with officials of the Panama. 
The project calls for Panamanian personnel to 
come to the North Carolina Memorial Hospital 
to study modern hospital admiristration for a 
period of six months. All expenses in connec- 
tion with the program will be met by the 
Government of Panama, including tuition pay- 
ments to the Hospital. The personnel who will 
come here will be the staff members of a new 
hospital now under construction in Panama 
City. This new health center, which will begin 
operations in 1961, will be one of the finest 
such units in Central America. This is the first 
time that a large segment of hospital personnel 
of one country’s hospital has gone, in a group, 
to a foreign country for training. 


Continued on page 200a 
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NEW APPROACH 


BISTRIMATE EFFECTIVE IN 89. 1% 
OF 395_PATIENTS WITH SORE 


(VOL. 88, NO. 1) JANUARY 1960 


= 
Often evidenced as chronic tonsillitis, glandular or hypertrophic pharyngitis 
q of antibiotics or sulfonamid: 
-DRAMATIC RESULTS IN CASES RESISTANT TO OTHER THERAPY > 
her _ LIED: Bottles of 1 id 1000 tablets. Each white scored table i. 4 ao 
tk ge. 
‘Ns ith. Mi D. 
= Smith, Miller & Patch, Inc. 
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Prolonged Use of Tranquilizer 
Does Not Cause Side Effects 

The tranquilizer chlorpromazine can be 
given to psychiatric patients for prolonged 
periods in large doses without harmful side 
effects, a new study has shown. 

Shortly after the introduction of chlorpro- 
mazine (Thorazine) several years ago, it was 
realized that the drug could cause damage to 
the liver, blood, and kidneys, and that some 
patients would require it indefinitely. 

A study of 50 patients who took large quan- 
tities of the drug for two to four years has 
shown that none developed side effects, even 
though their total dosages ranged from 54,000 
milligrams to more than a million milligrams. 

“The dosage was large enough that it is 
reasonable to assume that any deleterious 
effects should be detectable,” according to Dr. 


Frank J. Ayd, Jr., chief of psychiatry at Frank- 
lin Square Hospital, Baltimore, who conducted 
the study. 

Dr. Ayd reported the study in the J.A.M.A. 

The study group consisted of 31 women and 
19 men, aged 12 to 70 years. Prior to taking 
chlorpromazine they had been seriously ill 
from one to 20 years and had not responded 
to the usual psychiatric treatments. At the 
beginning of treatment, 13 were hospitalized 
and 32 were at home. All were totally incapac- 
itated and none had a good outlook for re- 
covery. 

None of the patients have recovered from 
their basic illness, although all have shown 
improvements in their symptoms. The 18 orig- 
inally hospitalized patients are now at home; 
four are working and seven have resumed re- 


Continued on page 207a 
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INTRODUCING 


a new 

coronary vasodilator 

of 

unprecedented effectiveness 


for 


angina pectoris 
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rapid onset 
prolonged action 


consistent effect 
unusual safety 


isorpit significantly reduces the number, duration, and severity of anginal at- 
tacks, often when other long-acting coronary vasodilators fail. Exercise tolerance 
is increased, pain decreased, and the requirements for nitroglycerin either drasti- 
cally curtailed or eliminated. 

Isoroit acts rapidly in comparison with other prophylactic agents, and patients 
usually experience benefits within 15 to 30 minutes. The effects of a single dose 
of Isorpit persist for 4 to 5 hours. Thus, for most patients, convenient q.i.d. 
administration is highly satisfactory. 

The only side effect observed has been transitory, easily controlled headache, 
normally considered an expression of effective pharmacodynamic activity.'! The 
toxicity of Isorpit is extremely low, approximately 50 times the therapeutic dose 
being required to produce toxic symptoms. 


Sherber,2 summarizing his experience with Isorpit, states it is ‘‘the most 
effective medication for the treatment of coronary insufficiency available today.”’ 
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Isosorbide Dinitrate, lves-Cameron 


Clinical and Laboratory Data 
Confirm Superiority 


Succeeds where others fail: 


Among 48 patients? previously treated with other 
coronary vasodilators, chiefly pentaerythritol tetrani- 
trate, ISORDIL was demonstrably superior in 37, 
equivalentin 9, andinferiorin 2. Responseof patients 
treated in all studies‘ was 85% good, 7% fair, and 
8% poor. 


Markedly reduces number of anginal attacks: 


Albert’ found that of 29 patients receiving ISORDIL, 
25 responded well, 1 moderately well, and 1 not at 
all. Effectiveness could not be judged in 2 patients. 
For those who responded well, the frequency of 
anginal attacks was quickly reduced from a daily 
average of 5 to 1.2. Continued use of ISORDIL fur- 
ther reduced the frequency of attacks. 


Increases tolerance to exercise and stress: 


Electrocardiographic response following the Master 
two-step test has clearly established a more favor- 
able balance between oxygen supply and demand to 
the myocardium with ISORDIL therapy. Eight of 10 
patients administered ISORDILin studies by Russek* 
showed considerably less abnormality in the post- 
exercise electrocardiogram than before treatment. 


Rapid onset and prolonged action a function of 
solubility and metabolism: 


Pharmacologic studies indicate that the rapid onset 
and prolonged action shown by ISORDIL are related 
to its high solubility and low rate of metabolism.’ 
Incubation with liver slices suggest rapid absorption 
and delayed inactivation by the liver. 
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ISORDIL 
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Master Test Responses (Lead V«) in a 58- 
Year-Old Male with Angina Pectoris® 
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unprecedented effectiveness 
in angina pectoris 
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e NEW—for more effective control of angina pectoris 


e Reduces number, duration, and severity of anginal attacks 


“Isordil is a new and effective agent for 
therapy of angina pectoris."'"—Russek® 


Composition: Each white, scored tablet of ISORDIL (Isosorbide Dinitrate) contains 10 mg. of 
1,4,3,6-dianhydro-sorbitol-2,5-dinitrate. 


Action: Following oral administration of ISORDIL, the effects of coronary vasodilatation are 
apparent within 15 to 30 minutes and persist for 4 to 5 hours. 


Indications: ISORDIL is indicated for the therapeutic and prophylactic management of angina 
pectoris and coronary insufficiency. It is often useful in patients only partially responsive to 
other long-acting coronary vasodilators. 


Dosage: ISORDIL is administered orally. Average dose is one tablet(10 mg.)taken one half hour 
before meals and at bedtime. Individualization of dosage may be necessary for optimum 
therapeutic effect; dosage may vary from 5 mg. to 20 mg. q.i.d. 


Side Effects: Side effects are few, infrequent, and miid. Transitory headache, common to effec- 
tive nitrate or nitrite therapy, has occurred. This usually responds to administration of acetyl- 
salicylic acid, and disappears with continued therapy. When headache is persistent, reduction 
in dosage may be required. 


Caution: ISORDIL should be given with caution in patients with glaucoma. 
Supplied: Bottles of 100. 


References: 1. Riseman, J.E.F., et al.: Circulation 17:22-39 (Jan.) 1958. 2. Sherber, D.A.: 
Personal Communication (Oct., 1959). 3. Case Reports on File, lves-Camieron Company 
(1958-1959). 4. Summary of Case Reports on File, lves-Cameron Company (1958-1959). 5. 
Albert, A.: Personal Communication (Oct., 1959). 6. Russek, H.I.: Personal Communication 
(Oct., 1959). 7. Harris, E., et al.: Personal Communication (Oct., 1959). 
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for laxative results without laxative harshness 


in surgery, () IDAN THE SURFACTANT LAXATIVE 
or inactive patients 


Restores normal bowel function by producing soft, easily passed stools 
gently assisted to defecation with the least possible disturbance to 
normal body physiology. Evacuation is without strain or trauma — no 
“griping” or cramping — no bowel distention, no oily leakage or inter- 
ference with essential food elements. Patient care is made much easier. 


DOSAGE: For adults and children over 12, one or two capsules. For children, age 6 to 12, one capsule. 
Administered at bedtime for 2 or 3 days or until bowel movements are normal. Supplied in bottles of 
30 and 100 soft gelatin capsules. 
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CITRUS BIOFLAVONCIDS 


When 
abnormal 
cellular 
metabolism 
accompanies 
stress 
conditions 


Hesperidin, Hesperidin 
Methyl Chalcone, or Lemon 
Bioflavonoid Complex are 
prescribed as therapeutic 
adjuncts for control of 
abnormal cellular activity, 
and capillary and vascular 
damage associated with 
many stress conditions. 


These stress conditions may 
be caused by nutritional 
deficiencies, environment, 
drugs, chemicals, toxins, 
virus or infection. 


SUNKIST AND EXCHANGE BRAND 
Lemon Bioflavonoid Complex 
and Hesperidins are 

available to the medical 
profession in specialty 
formulations developed by 
leading pharmaceutical 
manufacturers. 


Sunkist 
Growers 


PRODUCTS SALES DEPARTMENT 
PHARMACEUTICAL DIVISION 
Ontario, California 
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Maintenance 
of Capillary 
Integrity 


Incidence of impaired capillary 
function is more frequent than 
previously recognized. Many 
publications indicate the frequency of 
increased capillary weakness ranges 
from 16% to as high as 80% of 
patients examined (1-4). 


Reports show older people have a high 
incidence of capillary fragility (6). 

In a group of 111 patients, capillary 
weakness was noted to be greatest in 


the fifth and sixth decades (5). 


Hypertensives (7, 8, 9) and those with 
chronic diseases such as arterio- 
sclerosis, diabetes and rheumatoid 
arthritis, have shown varying degrees 
of capillary involvement. Hemorrhagic 
conditions of the brain and heart have 
shown localized injury in the capillary 
(10, 11). 


Capillary fragility has been shown to 
be associated with many bacterial, 
viral and inflammatory diseases 


(12-23). 


Various bioflavonoid materials have 
been evaluated for their effect upon 
the capillary. Degree of fragility has 
been by numerous 
procedures (24-30). 


The therapeutic rationale of combining 
Hesperidin or other citrus 
bioflavonoids with ascorbic acid or 
other therapeutic agents is based on 
the premise that capillary weakness 
may be a contributing factor to the 
disease state and that capillary 
integrity should be maintained. Citrus 
bioflavonoids in conjunction with 
ascorbic acid appear to enhance the 
efficacy of other therapy, and help 
control such factors as infection, stress 
and nutritional deficiency even in 
cases not showing capillary weakness. 


NOTE: For bibliography (B-701 ) 
write Sunkist Growers, Pharmaceutical 
Division, 720 E. Sunkist Street, 
Ontario, California. 
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sponsibility for their household duties. Of the 
32 unhospitalized patients, 11 have returned to 
work and 14 are helping with household work. 

“It is certain,” Dr. Ayd said, “that without 
chlorpromazine therapy most of these patients 
would have gradually deteriorated and would 
now be hospitalized. Instead, chlorpromazine 
therapy has enabled them to remain outside of 
a hospital, to work,and to be reasonably com- 
fortable in spite of the persistence of their basic 
illness.” 

None of them suffered any serious side 
effects. Three became sensitive to light, and 
two-fifths of the women developed menstrual 
irregularities that eventually cleared. All the 
patients gained weight during the first year of 
treatment. 


Dr. Richard L. Day 

Dr. Richard L. Day, Professor of Pediatrics 
at the State University of New York Down- 
state Medical Center, has been appointed Med- 
ical Director of the Children’s Hospital of 
Pittsburgh and Chairman of the Department of 
Pediatrics at the University of Pittsburgh 
School of Medicine. Dr. Day has been Pro- 
fessor of Pediatrics at the State University 
since 1953. 


Dr. Bergsma Appointed 
to National Foundation 

Dr. Daniel Bergsma, State Commissioner of 
Health of New Jersey and former President of 
the Association of State and Territorial Health 
Officers, has been appointed Associate Director 
of Medical Care for the National Foundation. 
The Doctor will share responsibility for formu- 
lating new policies of patient aid in the fields 
of birth defects and arthritis, and will direct the 
Foundation’s operation designed to demonstrate 
techniques for ferreting out big city areas of 
little or no poliomyelitis vaccination and elimi- 
nating them as epidemic hazards by the estab- 


Continued on the following page 
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lishment of neighborhood low-cost clinics. A 
revolving fund of $500,000 has been set aside 
by the National Foundation to finance this plan. 


Grant to N.Y.U.-Bellevue Medical Center 


New York University-Bellevue Medical Cen- 
ter has received $102,500 in addition to the 
recent grant of $600,000 from the Lila Motley 
Cancer Foundation, Inc., for the Center’s new 
University Hospital. The earlier grant will 
establish the Lila Motley Radiation Pavilion 
which will occupy 8,500 square feet of the 
street floor of the new hospital. The additional 
grant of $102,500 has been designated for 
cancer research laboratories to occupy an upper 
floor of the hospital. The new 600-bed general 
hospital will become the connecting link be- 
tween the Medical Science Building and the 
Institute of Physical Medicine and Rehabilita- 
tion. With the construction of the hospital, the 
New York University-Bellevue Medical Center 
will have completed its building and develop- 
ment program begun in 1948. 


Toy Balloons Used to Stop Gastric Bleeding 
Toy balloons in the hands of skilled physi- 
cians are now saving the lives of persons suf- 
fering from massive stomach hemorrhages. 
Writing in the J.A.M.A., four physicians 
from the University of Minnesota Medical 
School at Minneapolis reported that they have 
used the ordinary dime store rubber balloons 
successfully to stop duodenal ulcer bleeding 
in nine patients without recourse to surgery. 
The technique, based on exhaustive pre- 
liminary research with animals, is compara- 
tively simple. The empty balloon, wrapped 
about the end of a long tube, is passed into 
the patient’s stomach and inflated. With the 
aid of an intricate machine, a cooling solution, 
consisting of equal parts of ethyl alcohol and 
ice-cold water, is circulated through the bal- 
loon. Constant temperature and circulating 


volume is controlled by the machine. 

The cooling, which has been carried out in 
anesthetized animals for 48 hours and in man 
up to 125 hours, virtually stops gastric diges- 
tion and, in turn, also stops the hemorrhaging. 

: Continued on page 210a 
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treats ‘mote patients more | 


Of 45 arthritic patients 
“who were refractory 


to other cortico steroids* 


TT 


~ 22 were successfully 


treated with Decadron” 


1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
2. Bunim, J. J., et ai.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone and prednisolone. 
DECADRON is a trademark of Merck & Co., Inc. 
Additional information on DECADRON is available to physicians on request. 
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logical 
prescription 
for 
overweight patients 


meprobamate plus d-amphetamine 


-.. depresses appetite ... elevates mood ... eases 
tensions of dieting... without. overstimulation, 
insomnia, or barbiturate hangover. 


anorectic-ataractic 


 MEPROEAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


toblet {pink} comteizs d-amphs witore, Seng. 
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As soon as the bleeding appears to be stopped, 
the machine is shut off, the balloon deflated 
and removed from the stomach, and the patient 
is watched for a recurrence of symptoms. 

The doctors—Owen H. Wangensteen,. Har- 
lan D. Root, Peter A. Salmon, and Ward O. 
Griffin, Jr.—said that from their observations 
the gastric cooling technique “holds promising 
therapeutic value in the management of mas- 
sive hemorrhages from peptic-ulcer-linked con- 
ditions of the duodenum [the small intestine 
leading from the stomach], the stomach and 
the esophagus.” 

Altogether the cooling procedure has been 
used so far on 19 patients with different types 
of gastrointestinal bleeding. The majority of 
patients were in shock despite blood transfu- 
sions and their conditions were too poor for 
emergency surgery. Fifteen of the 19 patients 
required no further treatment. 


Doctors’ Testimony 
Impartial panels of medical specialists can 
help reduce the great expense of courtroom 
“battles of the experts.” Experience in some 
of the large cities shows that court-appointed 
panels of experts encourage speedier settle- 
ments and trials of complicated medico-legal 
cases. In New York, the court creates panels 
of experts in 15 specified medical fields. When 
a pre-trial conference indicates that a medical 
question is involved in a court dispute, the 
judge can require that the question be referred 
to a member of the panel for an answer. 
Neither side knows who prepares the reply 
which is given to the court and attorneys for 
both sides. If the case is not then settled be- 
fore a trial, either side can call on the impartial 
panel member for testimony in court. His 
expenses are paid by the state. It is believed 
that this general plan offers the greatest prom- 
ise of any yet devised to cut the time and ex- 
pense for all concerned in obtaining expert 
medical testimony for trials. 
Continued on page 212a 
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when emotional turbulence threatens 
medica? or surgical care 


Fear, agitation, and resistance often hinder 
medical diagnosis and treatment. 

SPARINE alleviates agitation, overcomes resist- 
ance, placates fears. 

In addition to calming the patient, SPARINE 
controls other interfering symptoms: nausea, 
vomiting, and hiccups. 

Wyeth Laboratories, Philadelphia 1, Pa. 


Sparine gp 
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Promazine Hydrochloride, Wyeth 
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Where no panel is used, each side can take 
the initiative in determining the facts involved 
in a dispute. This often leads both to pick one 
or several experts whose testimony is favor- 
able to their side. The result is often a “battle 
of experts,” each side offering medical opinion 
exactly the opposite of the other. As a result, 
the public tends to lose confidence in both the 
legal and medical professions. The problem 
has long been regarded as serious, and almost 
scandalous, by both lawyers and physicians. 

Two University of Michigan professors offer 
these suggestions for doctors and others called: 

1. Don’t agree to be an expert witness 

unless you really feel competent in the 

area where you are expected to testify. 

2. Once you agree to testify, prepare 

thoroughly for questions you may be 

asked—charts and other visual aids may 
be helpful in clarifying your testimony. 

3. Use simple language: nothing causes a 

witness to lose stature or antagonize a 

jury so fast as the use of learned, tech- 

nical language. 


4. Try to give a direct answer to each 
question. However, if a flat “yes” or 
“no” is misleading, explain why. 

5. Never lose your temper or argue with 
the lawyers questioning you. 

6. Don’t exaggerate, it’s the easiest way 
in the world to get caught “off-base.” 


Need for More Radiation Therapists 
Stressed 


Drs. John O. Archambeau and Orliss Wild- 
ermuth stated in the J.A.M.A. that “radiation 
therapy is in a vigorous growth period. Super- 
voltage machines, rotational therapy, and 
radioisotopes have increased its versatility and 
applications. 

Until a breakthrough occurs in the treat- 
ment of cancer, we can expect continued 
growth and usefulness of radiation therapy. 
It is an uncrowded specialty, with only about 
100 full time practicing clinical therapists. 
The need for therapists far exceeds their 

Continued on page 216a 
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in eight years Novahistine hasn't cured a single cold—but it has brought 


prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. « For long-lasting ‘‘Novahistine Effect"’ 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 
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“BROAD-BASE” ANTIHYPERTENSIVE THERAPY 
a | by itself in a majority of patients with mild or ee 


greatly improved 
and simplified management 


of 
hypertension 


DIURIL, WITH RESERPINE 


the first “wide-range” antihypertensive—effective in mild, moderate, and severe hypertension 


* more hypertensives can be better controlled with DIUPRES alone 
than with any other agent... with greater simplicity and 
convenience, and with decreased side effects 


* can be used as total therapy or primary therapy, 
adding other drugs if necessary 

* in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 


* should other drugs need to be added, they can be given in much 
lower than usual dosage so that their side effects 
are often strikingly reduced 

* organic changes of hypertension may be arrested and reversed... 
even anginal pain may be eliminated 

* patient takes one tablet rather than two... 
dosage schedule is easy to follow 

* economical 


DI UPRES- 00 500 mg. DIURIL (chlorothiazide), DI PRES- 25 0 250 mg. DIURIL (chlorothiazide), 


0.125 mg. reserpine. 
One tablet one to three times a day. 


0.125 mg. reserpine. 


One tablet one to four times a day. 


@mMeRcK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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availability, and this lopsided situation is ex- 
pected to continue. 

Besides being familiar with the machinery 
and principles used in radiation therapy and 
having special knowledge of x-ray production 
and utilization, the radiotherapist also must be 
well acquainted with clinical diagnostic tech- 
niques and pathology, the doctors said. He not 
only uses the general examining methods com- 
mon to all physicians, but he also works close- 
ly with other specialists in treating a cancer 
patient. 

The American Board of Radiology issues a 
special certificate in radiation therapy, the doc- 
tors added. 

Training for a certificate includes a three- 
year period devoted to studying the application 
of ionizing radiations in the treatment of cancer 
patients, folowed by a fourth year of practice 
or general training. Dr. Archambeau is a 
fellow of the National Cancer Institute; Dr. 
Wildermuth is with the Tumor Institute of 
Swedish Hospital, Seattle. 


Dr. Richard L. Egan 

Appointment of Dr. Richard L. Egan as new 
Dean of the Creighton University School of 
Medicine has been announced. Dr. Egan will 
succeed Dr. Frederick G. Gillick who is resign- 
ing to become Director of medical institutions 
for the County of Santa Clara, California. 


EI Salvador Medical School 


The University of El Salvador, San Salvador, 
is developing those departments of its School 
of Medicine which give training in the basic 
sciences. The Rockefeller Foundation gave 
$171,000 for the use of these departments in 
1957, and is supplementing this amount in 
1959. With the appointment of additional 
faculty members in the past few years, active 
programs of research and teaching have been 
developed in biochemistry, pathology, micro- 
biology, and pharmacology. A department of 
preventive medicine has been established, and 

Concluded on page 218a 
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is the tasteless 
cough controller 


The problem of taste, which can be a “ff 
hindrance to effective cough therapy, 

simply does not exist with Tessalon perles. ' 
There is no gagging, no refusal, no delay- ) 
ing, no “cheating”’—because Tessalon 
perles provide medication enclosed in 
tasteless gelatin spheres. 

Tessalon, a nonnarcotic, is 21/2 times as 
effective as codeine.* Tessalon acts both 
at the sensory receptors in the chest and 
the cough centers of the medulla. Further- 
more, it controls cough frequency with- 
out interfering with productivity or ex- 
pectoration; sputum is usually thinner, 
easier to raise. Tessalon acts within 15 or 
20 minutes, controls cough for 3 to 8 
hours. There are no major side effects. 
Whether for acute or chronic cough, 
whether for short- or long-term therapy, 
Tessalon has a remarkable margin of 
safety. Perles insure built-in, precise dosage 
—no sugar or sodium to interfere with 
diet, no problem of nausea. Tessalon 
perles are easy to swallow, easy to carry 
in pocket or purse. 


supPLiep: Tessalon Perles, 100 mg. (yellow); bottles of 
100. Tessalon Pediatric Perles (for children under 10), 
50 mg. (red); bottles of 100. Also available (for use 
when oral administration of Tessalon is precluded): 
Ampuls, 1 ml. (5 mg.); cartons of 5. 


* Shane, S. J., Krzyski, T. K., and 
Copp, S. E.: Canad. M.A.J. 77:600 
(Sept. 15) 1957. 

TESSALON® (benzonatate CIBA) 
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Classified 
Advertisements 


Advertisements under the headings listed are pub- 
lished without charge for those physicians whose 
names appear on the MEDICAL TIMES mailing 
list of selected general practitioners. To all others 
the rate is $7.00 per insertion for 30 words or 
less; additional words 15c each. 


WANTED FOR SALE 
Assistants Books 
Physicians Equipment 
Locations Practices 
Equipment MISCELLANEOUS 


CLASSIFIED ADVERTISING FORMS CLOSE 
15th of PRECEDING MONTH. If Box Number 
is desired all inquiries will be forwarded promptly. 
Classified Dept., MEDICAL TIMES, 1447 North- 
ern Boulevard, Manhasset, L. I., N. Y. 


OFFICE SPACE AVAILABLE 


DOCTOR’S OFFICE SPACE AVAILABLE—600 
square feet in medical-dental building of new shop- 
ping center located in fastest growing area of north- 
eastern Wisconsin. Will build to tenant’s specifications. 
Two acres of free parking available. Interested parties 
contact Drs. L. Milson and D. Sullivan, Beacon 
Medical Center, Green Bay, Wisconsin. 
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ght-reducing regimen 
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will be expanded in the coming years. Plans 
are being made for a new teaching health cen- 
ter and outpatient facility to join the medical 
school. 


Dr. Lewis K. Ferguson 


Dr. Lewis K. Ferguson, Professor of Sur- 
gery at the University of Pennsylvania Grad- 
uate School of Medicine, was appointed Chair- 
man of the Department of Surgery. 


Upper Digestive Tract Illustrations 


The fourth book in THE C1BA COLLECTION 
OF MEDICAL ILLUSTRATIONS, entitled Upper 
Digestive Tract, has been published by Ciba 
Pharmaceutical Products Inc. It is Part I of 
a three-part volume illustrating the entire di- 
gestive system. 

The new volume contains 172 full-color 
illustrations by Dr. Frank H. Netter with de- 
scriptive text by nine internationally recog- 
nized medical authorities. It is the latest in a 
series of volumes which will eventually com- 
prise about 2000 paintings on the major anat- 
omy and pathology of every segment of the 
human body. 

THE CIBA COLLECTION OF MEDICAL ILLUs- 
TRATIONS is sponsored by the company as a 
service to the medical profession. All volumes 
are sold at the actual cost of production. The 
books are used throughout the world for the 
study and review of anatomy and diseases, for 
teaching, and for patient counselling. 

Upper Digestive Tract, Vol. 3 Part I, can 
be purchased for $12.50 a copy. Previous 
volumes in the series are still available. They 
include: Nervous System, Vol. 1, at $7.00; 
Reproductive System, Vol. 2, at $13.00; and 
Biliary Tract and Pancreas, Vol. 3 Part III, 
at $10.50. 

All requests should be addressed to: Publi- 
cations Division, Ciba Pharmaceutical Prod- 
ucts Inc., 556 Morris Avenue, Summit, New 
Jersey. 
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now you can provide prompt, effective, safe relief with 


new QUINAMM 


specifically indicated for recumbent leg cramps 
Of 200 subjects treated for nocturnal or recumbent leg cramps, “there was 
complete relief in one hundred and eighty-eight patients (94%)... Most 
patients were relieved with the first dose and those with severe cramps 


were relieved as quickly and as completely as those with mild symptoms.””* 


*Rawis, Wm. B.; Evans, W. L.; Mistretta, C. V., and D'Alessandro, F, M.: Nocturnal or Recumbency 
Muscle Cramps, Medical Times 87:818 (June) 1959. 


Dosage: One tablet at bedtime. Supply: Bottles of 50 tablets. Each tablet supplies 4 grains 
(250 mg.) of quinine sulfate and 3 grains (200 mg.) of aminophylline. Rx required. 


WALKER LABORATORIES, INC., MOUNT VERNON, NEW YORK 
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FOR THE DOCTOR WHO 
“HAS EVERYTHING" 


THIS IMPORTED DECORATOR'S PIECE 
MAKES AN OUTSTANDING GIFT OR 
PRIZE THAT SURELY WILL BE TREAS- 
URED BY ITS RECIPIENT. COMBINING 
GRACE AND A TOUCH OF HUMOR, IT 
WILL ADD A NOTE OF CHARM TO A 
PHYSICIAN'S OFFICE OR HOME, 


STYLED AND HAND-PAINTED BY 
ITALIAN ARTISTS, THE GLAZED CE. 
RAMIC STANDS ONE FOOT HIGH. 
PRICE: $19.75 EACH. SEND CHECK WITH 
ORDER. 


10% DISCOUNT ON HALF-DOZEN 
ORDERS. WRITE FOR SPECIAL 
PRICES ON QUANTITY ORDERS. 


MEDICAL TIMES OVERSEAS, INC. 
DEPT. M, 1447 NORTHERN BOULEVARD 
MANHASSET, NEW YORK 


DIAGNOSIS, PLEASE 
(Answer from page 33a) 


DERMOID CysT OF RIGHT OVARY 
The shape of the dense calcification has 
the apperance of a tooth. This is associated 
with an area of radiolucency due to fat in 
the cyst. 


WHO IS THIS DOCTOR? 
(Answer from page 69a) 


Luict GALVANI 


MEDIQUIZ 
(Answers from page 93a) 


1 (C), 2 (C), 3 (EB), 4 (A), 5 (C), 
6 (C). 7 (A), 8 (B), 9 (D), 10 (C), 
11 (D), 12 (A). 


WHAT’S YOUR VERDICT? 
(Answer from page 53a) 


The Supreme Court reversed the judg- 
ment of the trial court, holding: “There is 
no proof in the record that it was the cus- 
tom in the general area to instruct a patient 
to remain seated. A physician is only re- 
quired to exercise such reasonable skill and 
diligence as are ordinarily exercised by the 
average members of the profession in sim- 
ilar localities and the same general line of 
practice, with regard being had to the state 
of medical science at the time.” 

Based on decision of 
SUPREME COURT OF APPEALS OF VIRGINIA 
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“,..BETTER RESULTS THAN EVER BEFORE...”* IN 


AND CHRONIC OTITIS MEDIA WITH 


OTOBIOTIC 


ANTIBIOTIC / ANTIFUNGAL EAR DROPS 


3.5 mg. neomycin (from sulfate) and 50 mg. sodium propionate per cc.— in 15 cc. dropper bottles, 
*Lawson, G. W.: Diffuse Otitis Externa and Its Effective Treatment, Postgrad. Med. 22:501, (Nov.) 1957. 
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a January 1959 issue of 
MEDICAL TIMES broke new ground in medical 
journal publishing with its decorative, story- 
telling cover, “Emergency Call,” painted by 
Stevan Dohanos. This was followed by eleven 
other paintings, each showing an aspect of the 
medical man’s life or work. The covers show 
one thing clearly: that medicine is a many 
faceted field and that its practitioners conform 
to no stereotype. 

Full color reproductions of our cover paintings 
are still available. They’re printed on wide 
margin paper, ready for framing. Send 50c for 
a single print or $2.50 for six (of a single cover 
or assorted). 


START OF A DOCTOR'S DAY 


HOBBIES: GOLF ; GRIDIRON DIAGNOSIS 
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EMERGENCY CALL 


SPACE MEDICINE 


MEDICAL EXAMINER 


HOBBIES: TROUT FISHING 


HOBBIES: PAINTING 


HOSPITAL CHRISTMAS 
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sublingual 


“ergomar 


ergotamine tartrate tablets 


@ faster than any oral tablet—faster than the 
time needed to obtain, prepare and give an 
injection, and get an effect. Tablets dissolve 
under the tongue within 30 seconds, effects 
start with the speed of circulation time, relief 
in the 90 per cent range is established within 
10 to 15 minutes. 


STOPS THE ATTACK WITH 
“PARENTERAL” SPEED AND 
SUBLINGUAL CONVENIENCE 


@ the tiny sublingual tablets can be placed 
under the tongue any time, anywhere—no 
need for water, privacy, or sterile precautions. 
Supplied: Ergomar Sublingual Tablets,*+ 2 mg. ergot- 
amine tartrate per tablet, in specially designed dis- 
penser package of 12 tablets. For patient economy 


and convenience, we suggest prescribing 12 tablets. 
forand of specially processed ergotamine tartrate, patent pending 


KEEPS MORE PATIENTS HEADACHE-FREE MORE EFFECTIVELY 


Ny NORDSON PHARMACEUTICAL LABORATORIES, INC. * Irvington, New Jersey 
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In asthma: 
a Nephenalin tablet for “air in a hurry” 
...and calm...and quiet breathing 


For the ambulant asthmatic you can prescribe “air in a hurry” with | 
NEPHENALIN®, a tablet that relieves asthma with nebulizer speed and 
prevents further attack for hours. Placed under the tongue, the NEPHENALIN 
tablet quickly releases 10 mg. of isoproterenol HCI, the potent homologue 
of epinephrine, for immediate opening of the airway. Swallowed, the 
NEPHENALIN tablet provides theophylline (2 gr.), ephedrine (3% gr.) and 
phenobarbital (4% gr.), for sustained protection from asthmatic seizure. 
Bottles of 20 and 100 tablets. For children: NEPHENALIN Pediatric. 
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METHANESULFONATE 


in all forms of parkinsonism 


e a single bedtime dose permits restful sleep... ® prevents morning rigidity... e “is often sufficient 

to control symptoms for 24 hours’? 

CocenTin “will counteract rigidity, contractures, frozen states and muscle cramps better than 

any current preparation”® without drowsiness or fogginess,* and even control major tremors 

unrelieved by other medications.’ Cocentin usually permits continuation of full-strength tran- : 
quilizer therapy if parkinsonian symptoms develop. And CoGentin has not shown cumulative 

toxicity. No serious reactions have been reported even after treatment lasting as long as 

four years.* 

References: 1. Doshay, L. J.; Constable, K., and Zier, A.: Neurology 3:360, 1953. 2. A.M.A. Council on Drugs: 

New and Nonofficial Drugs, Philadelphia, J. B. Lippincott, p. 242, 1958. 3. Brock, S., Mod.: Bull. New York 


Acad. Med. 32:202, 1956. 4. Doshay, L. J.: Parkinsonism and Its Treatment, Philadelphia, J. B. Lippincott, 
pp. 87-88, 1954. 5. Doshay, L. J.: J.A.M.A. 162:1031, 1956. 


Dosage and Administration: Recommended dosage is one-half to one tablet two or three times a day. If 
higher doses are required, the patient should be closely observed and dosage adjusted as indicated. A decrease 
in dosage is rarely necessary. Additional information on Cocentin is available to physicians on request. 


Supplied: As a 2 mg. quarterscored tablet in bottles of 100 and 1000. 
CocenTin is a trademark of Merck & Co., Inc. 


@B Merck Sharp & Dohme bivision OF MERCK & CO,, Inc. PHILADELPHIA 1, PA. 
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